MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
4124 CERTIFICATE OF DEATH 04118 


]. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceored lived. If institution: Residence before admission) 
‘a. COUNTY Raa v Canes b. COUNTY 


Carroll M: 


b. CITY OR TOWN (IF autside carporote limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN {If outside corporate limits, write RURAL and give nearest town) 
RURAL and give nearest town) i] ~ ¥ 
kesville 23 days Rockville —_ x —o 
d. NAME OF HOSPITAL (If nat in hospital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 


Y Poge 4 | 


letely filled in by the funeral directar, 


OR INSTITUTION ON A FARM? 


Pages 1 and 2 shauld be filed with 


a 


i+ ¥] } 7 DUE TO 
Conditions, if Lye 


Springfield State Hospital 1105 Parrish Drive Yes [E)NO TS 
|. NAME OF First Middle Last 4. DATE Month Day Year 
3 DECEASED» OF - 

€ {Type or print) Peter (NMI) Arnone DEATH April 265.0 199s 

3 S. SEX 4. COLOR OR RACE | 7. sect? NEVER MARRIED [7] | 8. DATE OF BIRTH %. palais TE THEA are Lene 
ad @) Male White wivowen ovorceo] | Unknown 1874 7 eaeo[eree ls | ae 
2% 
a ral 10a, USUAL OCCUPATION (Give kind af wark done! 106. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g 3 CORT ost of, wainer life, even if cetired) Cc t d 
a3 oal Industry Italy U.S.A. 
a iN 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
oO. 
v2 Ymknown FRANK ARNONE iivoronx ROSE unknown 
° ze 15. WAS DECEASED EVER IN U. 5. ARMED FORCES? |16. SOCIAL SECURITY NO. }17, INFORMANT Address 
— € (Yes, a0, i i {Hf yes, give war or dotes of service) NONE , v4 
£3 | - - Springfield Hospital Records 
ge 18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), and (c)-] . INTERVAL BETWEEN 
a 2 PART |. DEATH WAS CAUSED BY: ORE AND gern TH 
pa IMMEDIATE CAUSE (o)__ Terminal hronchopneumonia 
ie 
a4 

3 

Q 

3 

& 

3 

rt 

& 

3 

i 

£ 

5 


VENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 haurs 
After this certificate has been signed by the ottending physicion and camp! 


: gove rise to immediate { Ay 
cause (a), stating the under- 
§ = lying cause last. (©) | 
BBs 4 Bre. OTHER BSNIcANT SEES CONTRIBUTING TO DEATH BUT NOT RELATED Ss CONDITION GIVEN IN PART 1(a)|19. WAS AUTOPSY 
Boe 6 2| C.B.S.assoc, Tebrat arteriosclerosis with psychotic reaction. vee) NOL 
pat ae 2 
Pee © 20a. ACCIDENT WAS UNDERLYING L]__| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port I! of item 18.) 
g2% © ] OR CONTRIBUTING CJ CAUSE OF DEATH 
Bets & | E EITHER, NOTIFY MEDICAL EXAMINER) 
Sess & |20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or tawn) {County} (State) 
Sele a 3 Hour a.m. While Not while factory, street, office bldg., etc.) | 
3 22 = p.m. jot wark [[] ot work ; 
apes 
Peak 21.1 certify that (t) (this haspital) orengen the deceased fram. APTA]. 3, . 19.61, sApril_ 26,4 -_., 19.611 that (1) (we) last 
3 
‘a e ae saw the deceased alive on. Apri 6 _ and that death accurred at2._AM, fram the causes and an the date stated abave. 
=O3 220. SIGNATURE 226, DATE 
2 Sr - ATTENDING MED. STAFF 14 (s 
7 Zg% at M.D. | PHYS. (2 __DikecTor PHYS. KI L/2 “A 1 
O25 25 rs 22d. ADDRESS 
a > 
Z$g28 Agustin delCampo, Mb. Springfield Hospital,Sykesville,Md, 
& Bg° 2 Tae. BURIAL, CREMATION, |73b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, oF county) (Stote) 
ESPs BURTAL PT” | 4/28/61 ST. MICHAEL'S CEMETERY FROSTBURG, MARYLAND 
eee 2 PIRFCTOR S| e penesee e 28a. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
. ‘ ER SPRING, MD 
Em 9789" ae ia Ss, » Bhs loateMaY 2 64 Cnthan £, Teams 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


£125 CERTIFICATE OF DEATH 04119 
1. PLACE Keil re 


. a acre RESIDENCE (Where deceased lived. If institutian: Residence befare admission) 
o. COUNT STATE 


MARYLAND b. COUNTY é 
b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 


RURAL and give nearest town) 52 lo: 


with 


@- Page 4 
Hadi byn Perineal  ciseefox, 


ENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs 


(Yes, no. or unknawn) | UF yes, give war or dates of service) 


Mf-04-4E45| _ sopingield Records. 


18. CAUSE OF DEATH (eer only ane couse per line for (0), (b), and ()-] 


INTERVAL BETWEEN 
ONSET AND DEATH 


2 

3 Syke si p ov mo Sdas Hagerstown 

M4 d. NAME OF HOSPITAL (If not in hospital, give street address} d. STREET ADDRESS e. 1S RESIDENCE 
a } OR INSTITUTION ON A FARM? 
re , "i yes] No e 
z springfield St: eo AMG. = 

3 3. NAME OF Middle Lost 4. DATE Manth 

- DECEASED — OF 

ri ype er petal Grover Cleveland _ Artz peeed kp red 3. 19 961 
S 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [] | 8 DATE OF BIRTH 9. AGE {In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
= . lost birthday) [Months] Doys | Hours] Min. 
3 Male White wibowed [] Divorced [] heat 892 68 

a 10a, USUAL OCCUPATION (Give kind af work done] 10b. KIND OF BUSINESS OR INDUSTRY } 11. BIRTHPLACE {State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g during mast of working life, even if retired) 

5 aundry truck d e (L) Lht thE ea UL Sith. 

13, FATHER'S NAME y 14, MOTHER'S MAIDEN NAME 

5 

8 

= es C, Artz Carrie C, Wade 

z 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 

2 

3 

3 

8 

a 

« 

S 

2 

3 


burial, crematian, ar remaval, and in any event, within 72 haurs after death. 


After this certificate has been signed by the attending physician and campletely 


PART |, DEATH WAS CAUSED BY: 
vO" IMMEDIATE CAUSE (o)_ __ Bronchopneumonia Days 
Hs Aix DUE TO 
= Conditions, if ony, which ei 
€ gove rise ta immediate ‘ 
2 couse (o}, stoting the under. ( OVE TO 
ete lying cause lost. 
Bez z—_— = 
Ses PISA HE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}]19. WAS AUTOPSY 
Zoe ie Psy¢ LOS Ts ¥ with RHE ePe AeA SRAUORTETEUS: SO NOx) 
£35 ea ves] No 
ao. ce 
272 & [20a, ACCIDENT WAS UNDERLYING []__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Il af item 1B.) 
gen © ] OR CONTRIBUTING L] CAUSE OF DEATH 
eg2 & | (IE EITHER, NOTIFY MEDICAL EXAMINER) 
ce) & [20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (tote) 
sig a Hour o. m. While Nat while foctary, street, office bldg., etc.) ' 
si? 2 3 p.m. a Jat wark [] ot work 
4,28 
3 wie 21. certify that (I) (this haspital) attended the deceased from. March 7, ___. 1955, ook 19.61, that (I) (we) last 
Hy 
ees oe saw the deceased alive on April 3, 19 61 and that death accurred dt? 252M fram the causes and an the date stated abave. 
BES 38 ‘720. SIGNATURE 3 7b.DATE 
P57 ATTENDING MED. STAFF 
@ 4 Bo Ce ts = M.D. | PHYS. DO __birector PHYS. 4/3/61 
O25 25 Te. ry pes = 22d. ATS 
= 3 ype} 
zig2s Agustin delCampo, M.D. 
& By 22 23a, BURIAL, nO 3b, DATE THEREOF 23c. NAME OF CEMETERY OR CREiMie@RY- (State) 
~Ss 8 PE MOVAL ify “E Yadl. 
etnee Mi H-b-Gf AL gd) 
ee 24. FUDIGRAL DIRECTOR'S i) ee 250. REC'D BYREGISTRAR | 25b are toll, 
& 61 LK 
VR AIS (4 Ylgle LZ PRT 6 Cnthun £ Faas 
ib 9759) AZ Le Lephiseill, (2 | DATES 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 04120 


Ss 


1. PLACE OF DEATH 


0 COUNT ag i neriano 
A é 


b. CITY OR TOWN (If outside corporote limits, write jc. LENGTH OF STAY IN Ib 


d with 


2 ie RESIDENCE is deceased jived. If institution: Residence before odmission) 
are b. COUNTY <A 


& toy! oY TOW! 7" oulside ae limits, write RURAL ond <— nearest Ve 


8 

s 

& 

gs 

5 RURAL ond ee neagest town) 

¢ 4) - 

52 ua esuicle Sweelfs. Ba lLfrreote ol q- 

ge d. NAME be HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS a is RESIDENCE 

£5 a OR_INSTITUTION y a A FARM? 

~ a 5 3 f L 

Ge: Lden Hoe Cust OSE ZAP WL BA SF vec NO [}- 

= o 32. wane Leg First Middle lost ‘4 Ber Seon Doy Year 

z tern inn Lowice Pease lL | foe 4G 19 G/ 

> S. SEX 6. COLOR OR RACE | 7. MARRIED [_] NEVER MARRIED oO B. DATE OF BIRTH 9. AGE {in years |IF UNDER | YEAR] IF UNDER 24 HRS. 

2 cae 7 lost heli ae Months| Days. Min. 
IEMA ALE| Ww = |wipowen Ge _oivorceD C] aw , 


10a. USUAL OCCUPATION (Give kind of work done| 12. CITIZEN OF WHAT COUNTRY? 
during mpost of working life, even if retired) 


Wo Pa Deowestvc LU Ry been A U.S. & 
13. FATHER'S NAME 14. MOTHER'S MAIDEN JRAME 
Retaa wad =: “eR tiwe ZeLler 
1S. WAS DECEASED EVER IN U. S. ae FORCES? TAL SECURITY NO. 


Address 
(Yes, no, ar oe |" yes. give war or dates of service) 


Mow = 


PART 1, DEATH WAS CAUSED BY: 
mN IMMEDIATE CAUSE (0) 


~ 3. DUE TO 


Conditions, if ony, which ra 
gove rise to immediote 

couse (0), stoting the under- ( OVE TO 
lying couse lost. ©) 


(State-6r foreign country! 


10b. KIND OF BUSINESS OR INDUSTRY (" BIRTHPLA' 


17. INFO! 


Then please remove corbon papers. 


I, ond in ony event, within 72 hours after death 


d by the ottending physicion ond camplets 


iv: 
PE RFORMED? 


ot 
yes] NO DY 


The low requires thot the deoth certificote be executed within 24 hours , Poge 4 


y the hospitol ar attending physicion. 


20a. ACCIDENT WAS UNDERLYING 1] 
OR CONTRIBUTING [1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 


@) 
MEDICAL CERTIFICATION 


20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1 20F, (City or town) (County) (Stote) 
Hour o. m. While Nat while foctory, street, office bldg., eit 
p.m. 9 ot work [[] of work = 


After this certificote has been signe 


poge 3 shauld be detoched for use os the burial-tronsit permit. 


TTENDING PHYSICIAN: 


the Stote Baord of Health priar to burial, crematian, ar remavo! 


21.1 certify that (I) {this ae Bite ded the deceased from.4 re SES teal £-_-, 19.42 that (I) (we) last 
g eae deceased aliye of Bp { Y"__19 JZ ond that death aay fram ‘the causes and on the date stated abave. 
(s] SIGMATURE Wi “ 2b. DATE 
is) ATTENDING SIGNED 
@ 2 yy, IATL M.D. | PHYS. oO 
#3 q W Ppy cn hy, 2d. ADDRESS 
25 & 
dbz ORAL LL /) 4G. _’ 
& 23 To. BURIAL, cage ab, DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 
QS ry A j 
wea “Ee wf-to-6/ | Loudoun" Va a 
24, FUNERAL Comets IGNATUR ADI "D BY REGISTRAR | | 25b. REGISTRAR'S SI 
pe Cee eee i Has ssc Big a 7 pad Ss Wan 
1SM 4 £2 tant ta 2P7 fei Core ATE 


| id 2 ae PAT ATE DEF Ene cee ide OF HEALTH—BALTIMORE, 18 
k CERTIFICATE OF DEATH Pee 


< 2 
s 2% 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If insfittion: Residence before odmision) 
& 53 eee: maryiano || 9) S47 A b. COUNTY J Z 
at erweZ Bt tAl Lite Cee pet 
€ ° b. CITY OR TOWN (If outiide corporote limits, write | c, LENGTH OF STAY IN Ib . CITY OR TOAWN {IF outside corporate limits, write RURA} ond give neorest town) 
3 a _, RURAL ond_give nearest town). hig i“ * re 
m3 Uta btrcecea bey 1 hbaw | Wreeliiaete, , 
— ‘ d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. ie ADDRESS _--) } e. 1S RESIDENCE 
7 ‘OR INSTITUTION , Ve 4 4 f- / ON A FARMA, | 
2 us % fee tif ~ yes ] NOI 
6 3. NAME OF Fest Middl 4. DA 3 
8 BANE Oe FA ran neo é “tp DATE * er J coe 
3 (Type or print) _ oh) — Ae DEATH (* 4b. cf 19 
8 5. SER 6. Fe ‘OR RACE |7. MARRIED L] NEVER MARRIED [-] |8. DATE OF BIRTH 9. AGE (jh years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
+ \ fi LE eG laxy bkthdoy} [Months] Doys | Hours] Min. 
ié WIDOWED [] bivorceo [] Bie 4 Pf HA yn. 
Too. USUAL OCCUPATION (Give Lg of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


or aah de ing even if retired) > 4b, Chet bf Zz £ le ¥ Yj 
AEC fot Cts 


14, MOTHER'S MAIDEN N. 


TAH, Wdldéf, _S8RAH HUGHES 


ia 
oz M y WAS Ree IN UL S. ARMED Fone 16. oy SECURITY NO. |17. INFORMANT ( Address 
js, wleoer) get yy Gm nro oto wre - / ; 4 + 
Vien Ebetca gp teighay~ bvrttaerpgl p, Pbk 


| |18. CAUSE OF DEA CAUSE OF D INTERVAL BETWEEN 
ONSET AND DEATH 


we 


7 iEFRaca Se Se pee only one couse per line for (0). (b). end (c).] P 
’ 


PART |. DEATH WAS CAUSED BY: 
A IMMEDIATE CAUSE (0} 
420, 


y ):} DUE To 
Conditions, if ony, which oy ( Awsnr, pam A ia! 
goye rise to immediote 


Then please remave carban papers. 


‘ENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by the funeral director, 


< 
8 
7. 
s 
6 
5 
o 
2 
“ 
g 
© 
£ 
= 
< 
§ 
: 
Fa 
5a 
ES 
gc co¥ie (0}, stoting the under, ( OVE TO 
¢ 3% tying couse lost. © 
BS. 4 Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO OEATH BhT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(0}]19. WAS AUTOPSY 
SSE5 a RE 
a ee & Ln ti td = yes F] No 
eae C = [0a, ACCIDENT WAS UNDERLYING 2) [206, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury im Port lor Pari lof fem 1B) 
= is & | OR CONTRIBUTING LC] CAUSE OF DEATH 
gees & | (IF EITHER, NOTIFY MEDICAL EXAMINER} |. 
6585 & |20e. TIME OF INJURY Month, Day, “Year ]20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, 1 20f. (City or town) (County) (Stote) 
52 es 6 Hour 0. m. While Not wie factory, street, office bldg., ete.) | 
si? & Pe p.m. jot work [] of work H 
s & te . 
= Be 21. | certify that | attended the deceased fromC DCF, wed tape -2°7., 194 that | last saw the deceased 
2 RS ‘i 
2 3 = alive an___¢ u2_., 2h SF and that death accurred ath: ¥SAM, fram the causes and an the date stated above. 
BaOs5 ADORESS (Street, city or town, stote) Wo SJGNED 
. ACTUAL 2 4 
@ a5 | SIGNATURI MD. monn SAL LG ad 
O8gra % 
qz2435 PHYSICIAN'S 
= ez2e NAME (Type ee za EES Se 
3 $s 2-8 : 72d, LOCATION (City, town, oF county) {State} 
> o = 2 4 os, y, ~ , 
As Aé< bell) Ca L 
= nso aE 2b. paves, SIGNATURE 
Leh talT ond Dinah, 
Yeu oes! ora COL Se Kee 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


£228 CERTIFICATE OF DEATH 


md 


ae 


eee 
® : 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) 
2 £3 SON. Sterno: marviano || ° STATE Maryland b COUNTY «Howard ¥ 
£ a b. CITY OR TOWN (IF autside carporate limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If autside corporote limits, write RURAL and give nearest town) 
g a RURAL and ae nearest ‘3 
3 Sz ( i jRural--Sykesvil. poy. 5m. 26d./| Florence 
3 d. Soo owaten OF HOSPITAL {If nat in haspital, give street oddress| d. STREET ADDRESS. 1S RESIDENCE 
= 5 OR INSTITUTION ("ot in Pospiel. gt : 2x © ON A FARM? 
ie Ss | 5 ringfield State Hospital wads / ves] NoC]? 
5 * poo 4 First Middle Lost 4. Bee Manth Year 
ee ice cripant Marian - Bowie (Buoy DEATH 4 eH 1961 
Bs 3. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED (] | 8 DATE OF BiRTH DU: 9. AGE {In yeor If UNDER 1 YEAR] IF UNDER 24 HRS. 
= 4 os] birthley 
£ female white wipowen [] Divorced [] 1/2 8/87 i yes. 
e 10a. USUAL OCCUPATION (Give kind af wark done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote ar fareign country) 112, CITIZEN OF WHAT COUNTRY? 
5 duting most of working life, even if retired) 
Housework Maryland USA 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Charles Duvall Ruth Lentz 


Then please remove carbon popers. 


® 


TO FUNERAL DIRECTOR: After this certificote has been signed by the attending physician and completely filled in by the funeral directar, 


22c. 2 $ 


“fead. aooness Springfield State Hospital 


5 
3 
2 
= 
a 
© 
£ 
5 
oa 
3 
A 
3 
3 
4 
3 
° 
2 
° 4 
co eZ 
= a 15, WAS DECEASED ii Uy, SARMED recen| SOCIAL SECURITY pik WWFORMANT Springfield State Ades 
= ¢ . J. give wor oF dates of service . 
é 3 no Hospital records Sykesville, Md 
3 a 2 ’ 
£ 
9 = 1B. CAUSE OF DEATH [Enter anly ane couse per line far (a), (b), ond {c).} INTERVAL BETWEEN 
8 2 PART |. DEATH WAS CAUSED BY: Bronchopneumonia ONSET ANG, DEATH 
2 * : IMMEDIATE CAUSE (0). Pp y 
‘a € 
= 5 4. Ro ns ] DUE TO 
ry . > . eee 
£ 23 Canuitiomiecay shies ‘sf Chronic degenerative hyocarditis years 
3 EG gave rise ta immediate 
am g§ cause (a), stating the under. { DUE TO 
Sean e lyi lost 
Ses ~ © ying couse last. © 
8b las AIG SOUTE NSS. 
ae Se a Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{o)]19. WAS AUTOFSY 
=—h xo = 2 2 . 
e885 5 O S Mental deficiency, undifferentiated, ves] NOY 
eda ate = [200. ACCIDENT WAS. UNDERLYING [1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Port Ul of item 1B.) 
Zsoes5 & | OR CONTRIBUTING C1 CAUSE OF DEATH 
<pf2s © | GF EmTHER, NOTIFY MEDICAL EXAMINER) 
2 BESS & ]20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 20F. {City or town) {County) (State) 
>5 gt rat Hour a.m, While ietiweania: foctary, street, office bldg., aa ; 
re ws 2 = p.m. 19 Jot work {7] at work 
OE S28 
z = pa 21.1 certify that (X) (this hospital) a .-- vEUe tO ___, a fi2 et on al pl that BQ (we) last 
$s es S = saw the deceased aliy, Fe ye the causes and an the date stated abave. 
EF =Os 3 70. we 7b. DATE 
a ATTENDING MED. STAFF SIGNED 
7 PHYS. DIRECTOR PHYS. 2 
ve 
38 
33a 
or 
Saha 
on 
> 
ae 


> 
='5 NAME (Type) . 
Zé Konstantin Weber, Me De | Sykesville, Maryland 
Fd 3 BeprPAMME_OE CEMETERY OR-GREMATOR 23d, LOCATION Gig ‘ar county) 
~ = > PP ie oa 
ae Oey i Lcd | Laat ULTUS j tA _ 
e ‘ADDRESS: 250. REC'D BY REGISTRAR 25b. REGISTRAR'S SIGNATURE 
Wu eis de) Phe, SF 927 C4 ar 1461 Ad, Wg 


ol 


o~ Poge 4 


ote has been signed by the ottending physician ond completely filled in by the funeral director, 
i Poges | ond 2 shauld be filed with 


Then pleose remove carbon popers. 
cremation, or removol, ond in any event, within 72 hours ofter death. 


tronsit permit, 


= 
3 
2 
= 
a 
nal 
ra 
3 
2 
=| 
my 
3 
3 
4 
é 
° 
ao 
“ 
ro 
- 
S 
& 
oe 
9° 
3 
a) 
° 
= 
6 
= 
3 
ee, 
= 
o 
€ 
53 
© 
b3 
= 


ENDING PHYSICIA 
F, the hospitol or ottending physicion. 


TT 
poge 3 should be detoched for use os 
the State Boord of Health prior to buriol, 


moy be ay 
TO FUNERAL DIRECTOR: After this certi 


TO HOSPITAL O 


ae 


o 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


4129 


CERTIFICATE OF DEATH 4 


1, PLACE OF DEATH 
Carroll RRRREAND 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


oF deriand > CONT’ Montgomery Co.15 


a. COUNTY 
b. CITY OR TOWN (If outside corporote limits, write cc, LENGTH OF STAY IN 1b 
RURAL ond give nearest town) 


‘kesville Omths,21 days 


c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
Germantown 


d. NAME OF HOSPITAL (If not in hospitol, give street oddress) 
OR INSTITUTION 


Springfield State Hospital. 


d. STREET ADDRESS 


Rt.1 Box 150 IS™ 


e. IS RESIDENCE 
ON A FARM? 


\ | yes C] No’ 


|. NAME OF 
DECEASED 
{Type or print] 


First 


Mary (Mamie) 


Middle 


Bird 


4. DATE 
OF 
DEATH 


los 


Bowman 


Month Yeor 


Day 
April oe ben 


S. SEX 
Female 


6, COLOR OR RACE 


White — |wioowen o 


OivoRcEOX] 


during most of working life, even if retired) 


Housewife 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 


7. MARRIED [_] NEVER MARRIED [] | 8. DATE OF BIRTH 


9. AGE (In years |IF UNDER YEAR| IF UNDER 24 HRS. 


625-1885 Wien. Mit 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


11. BIRTHPLACE (Stote or foreign country] 


Maryland 


13. FATHER'S NAME 


James W.Boyer 


14, MOTHER'S MAIDEN NAME 


Alice Lewis 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? 
(ves, Be ‘vaknown] | (if yes, give wor or dates of service) 


16. SOCIAL SECURITY NO. 


17. INFORMANT 


Hospital records 


Address 


Sykesville ,Maryland. 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), ond (¢)-] 


PART |. DEATH WAS CAUSED BY: 
“ IMMEDIATE CAUSE {o) 


Arteriosclerotic Heart Disease. 


INTERVAL BETWEEN 
ONSET AND DEATH 
ears 


ty j ~ Oo DUE TO 


Conditions, if ony, which ) 


gove rise to immediote 
couse (a), stoting the under- f CUETO 
lying couse last. © 


| 


C.B.S. assoc.with senile brain 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TER: NAL DISEASE CONDITION GIVEN IN PART Ia) 
sease,with psychotic reac 


19. WAS AUTOPSY 
PERFORMED? 


J.On« yes) NOX] 


20a. ACCIDENT WAS UNDERLYING 2) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Il of item 18.) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 
Hour a. m. While Not while 
p.m. ot work [] ot work 


21. | certify that {I) (this has 
saw the deceased alive an 


MEDICAL CERTIFICATION 


20¢. PLACE OF INJURY (Home, form, | 20f. (City or town) 
foctory, street, office bldg., etc.) | 


(County) {Stote) 


1, that (I) (we) last 
e date stated abave. 


fb. , 


ATTENDING 
.D. | PHYS. 


= 2%. DATE 


MED. 
DIRECTOR 


c. PHYS! N'S 


) Agustin del Camp 


eda dd Ch 
sees 


© NA 


M.D. 


A Apri t$3~6 
22d. ADDRESS, 
Springfield State Hospital,Sykesville,Md. 


230, BURIAL, CREMATION, | 23b. DATE THEREOF 


BORYRT | 4/26/61 


7c. NAME OF CEMETERY OR CREMATORY 


Salem Met 


23d. LOCATION (City, town, or county) (Stote) 


ADDRESS 


Damascus > 


2S0. REC’D BY REGISTRAR 


oateAPR 2 5 '61 


2Sb. REGISTRAR'S SIGNATURE 


Md. Chithun £ Hams 


24, FU DIRECTOR’: “PW cbonite, 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
CERTIFICATE OF DEATH 
1 mLAge ee gi 2. USUAT Isher (Where deceosed lived. If institution: Residence befare odmissian) 


° CO" Garroll oe Maryland » We rroll 


b. CITY OR TOWN (If outside carporate limits, write i LENGTH OF STAY IN Ib c, CITY OR TOWN (If autside carparate limils, write RURAL and give nearest lawn) 
. = 


RURAL and give nearest lawn) 2 ~ 

Union Mills several yr Westminster ban 

d. NAME OF HOSPITAL (if not in hospitol, give street oddress) d. STREET ADDRESS eS eas 
ON. 


OR INSTITUTION ! 
Meadow View Convs. Home 76 Bond Street Yess] No@ 


” an Poge 4 


. NAME OF First Middle lost DATE Manth Day Year 
DECEASED © " a OF 
(ype or print) Caroline Elizabeth Carlisle DeatH = =April 13 1961 
5. SEX 6 COLOR OR RACE |7. MARRIED [[] NEVER MARRIED [[] | 8. DATE OF BIRTH 9. AGE (In yeors |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
last birthday) |Manths] Days | Haurs| Min 


female white  |wiooweX) pivorceD[] | Oct. 10,1871 89 yn 


10a. USUAL OCCUPATION (Give kind af wark dane] 10b, KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (State ar fareign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
during mast af warking life, even if retired) 


housewife Maryland U.S.A, 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


John Miller Mary Bosenbury 
15, WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. |17. INFORMANT Ser 
(Yes, no, oF unknown) {It yes, give wor or dates of service) 5 76 Bond St. 
| Mrs.Chas. T. Eunick 


18. CAUSE OF DEATH [Enter anly ane cause per line far (a), (b), and (c).] INTERVAL BETWEEN 


rar OOS EER, Aerbaio Sere kere C-V pb seAsé Nees. 


i / DUE TO 


Poges | ond 2 should be fil 


|, ond in ony event, within 72 hours ofter death. 


Then pleose remove corbon papers. 


Canditians, if any, which tb) 
ove rise ta immediate 
cause (a), stating the under. ( DUE TO 
lying cause last. (¢) 

Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(0}[19. WAS AUTOPSY 


yes] not} 
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OR CONTRIBUTING [J CAUSE OF DEATH 


200. ACCIDENT WAS UNDERLYING C1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part Il af item 18.) 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, | 20f. (City ar tawn) (County) (State) 
Haur a. m, While Nat while foctary, street, affice bldg., etc.) ! 
lat wark [1] at work (J ' 


21, L certify that (I) (this haspital) attended the deceased from.___-_--________., 1954, .to SS 19.44, that (I) (we) last 
saw the deceosed olive ang -/ 4 19.6/,, and that death occurred ot 19-M, from’ the couses and on the dote stated above. 


22b/OATE 
ATTENDING MED. STAFF sy, 
M.D. | PHYS. DIRECTOR PHYs. C] 4 
‘22d. ADDRE: . 


‘3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or caunty) 


St. Thomi Owings Mi Maryland 
ADDRESS, 250. REC'D BY REGISTRAR 25b, REGISTRARS SIGNATURE 


* PYPTE UNE, Reioterstore i, a es 


MEDICAL CERTIFICATION 


3 
3 
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x 
a 
£ 
< 
= 
2 
Hy 
5 
3 
8 
g 
3 
2 
8 
2 
° 
a 
5 
8 
£ 
° 
8 
3 
° 
= 
‘) 
se 
s 
3 
z 
2 
3 
2 
° 
2 
i= 
z 
x 
4 
Fd 
$ 
=x 
z 
o 
z 
o 
2 
Fe 
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moy be retaineu oy the hospitol or ottending physi 


poge 3 should be detoched for use os the buriol-tronsit permit. 
the Stote Board of Health prior to buriol, cremgtion, or removol 


TO HOSPITAL Oj 


ae 

a 
a 
SE 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
4131 CERTIFICATE OF DEATH 04125 


1. PLACE OF DEATH 
0. COUNTY 


onl 


with 


2 ee pesigence (Where deceased lived. If institution: Residence before admission) 
MARYLAND Ce b. COUNTY 


b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b ‘\¢@ CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


RURAL ond give neorest town) XK 


oe Poge 4 


a 
£ |. NAME OF HOSPITAL (if not in hospitol, give street oddress} d. STREET ADDRESS e. 1S RESIDENCE 
o OR INSTITUTION ON _A FARM? 
a 
2 J yes] NoX] 
o |. NAME OF Fis i 4. DATE 
a Deceased irst Middle Last or Month Day Yeor 
‘i (Type or print) VIOLA CH CENDON DeatH APRIL 16 2, 1964 
é S. SEX 6. COLOR OR RACE |7. MARRIEDIK] NEVER MARRIED [-] |B. DATE OF BIRTH 9. AGE rite IF UNDER 1 YEAR| IF UNDER 24 HRS. 
stbirthdoy) |Months| Doys | Hours | Min. 
Female | White |woower ovo) March 16, 1895 | 66” 
100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Housewife Domestic Maryland Us Ss AS 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Richard Evans Rhoda Colison 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. |17, INFORMANT Address 


OS ek RAE TSS Heat eoketk teak 


Mr. Augustus rier et Maryland 


1B. CAUSE OF DEATH [Enter only one couse per line for {0}, (6), ond (c}-] INTERVAL BETWEEN, 

PART |, DEATH WAS CAUSED BY: ee 

pa CAUSE (0 As = = 

a '¢) O%* DUE pecan - { 7 BO 
Conditions, if ony, «at Se a ee Paws 


gove rise to immediote 
couse {0}, sloting the under- ( OUE nfeularid 
lying couse lost. © 


Then please remave corban popers. 


the State Board of Health prior to burial, cremotian, or remaval, ond in any event, within 72 hours after death. 


3 Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO/DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19. WAS AUTOF: 

= 

é yes] NOC] 
(@) = | 20a. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 1B.) 

& | OR CONTRIBUTING LJ CAUSE OF DEATH 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

z 

& ]20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1 20F. {City of town} (County) (Stote) 

3 ocmenn: While Not while foctory, street, office bldg., etc.) 

= jot work ["] of work j 


(bO. 1 = satay Sf, that (I) (we) last 
M, fram the causes and an the date stated abave. 


cased fram,_______. 


21.1 certify that (1) (this hospital) attended the Tor 


saw the deceased alive ané_( and that death accurred at 


ENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours 


By the haspital or attending physicion. 


page 3 shauld be detached far use as the burial-transit permit. 


20. SIGNATURE e 22b. ae 2 
. EIS Si iD 

@ vid Wen 5 M.D. be BiRctor PHYS. 

°o = 2c. NAME Three baa ADDRESS: 

25 ‘ype) 

Ze Howard E. Hall, M. De ee Aad Zh 

& s 230, BURIAL, risen 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 3d. LOCATION (City, town, or county) (Stote) 

= OVA cify| 
3 Buriat” |4-19-1961 Morgan Chapel Cemetery| Carroll Co., Maryland 
S 24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2S. REC'D BY REGISTRAR ‘2Sb. REGISTRARS SIGNATURE 


Chat 


(4) 2 


Pore 
as 
ESS 


C. M. Waltz, Winfield, Maryland pare APR 1 8 '61 


mud Ek een ee rem 2 ee 
MARYLAND STATE DEPARTMENT OF HEALTH 


1 Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
FOR STATE &J Rs ie MEDICAL EXAMINER'S CERTIFICATE OF DEATH 0) 4 
HEALTH DEPT. |1- piace or peatu/> 2 2, USUAL RESIDENCE (Where deceosed lived, If institution: Residence before admission) 
e. COUNTY, Loek, ». STATE b. COUNTY 
) =e oh MARYLAND Maryland Gerredd— = i= 
j b. CITY OR TOWN {if outside corporete limits, ¢. LENGTH OF STAY IN Ib c, CITY OR TOWN (If outside corporete limits, write RURAL end give neerest town) 
write RYRAL end give neerest town) 
‘ —~MesuHe— Rural life Rural--Sykesville Rp, 
i d. NAME OF HOSPITAL OR INSTITUTION (if not in hospilel, give street address) d. STREET ADDRESS Rear 
ol FAl 


ll d Streaker_ Road C] No Dt 


death resulled from: Natural causes 


Accident ea Suicide Ee Homicide [eK Uneetermined manner oO 


‘CHIEF MEDICAL EXAMINER: Oo 


_ mip, ASSISTANT MEDICAL EXAMINER Be fa>/b/ DATE SIGNED 


DEPUTY MEDICAL EXAMINER [_] 


ACTUAL Meier: LL 
NAME (type), William 


Fie. BURIAL, CREMATION,| 22b. DATE THEREOF 
REMOVAL (Specify) 


B ~1961 'Fairview Cemete Carroll Cos, Marviand 
23. ural 2. gy 130 ADDRESS — ae “Zao, REC'D BY REGISTRAR 24b, REGISTRAR'S SIGNATURE 


C. M. Waltz, Winfield, Maryland pare MAY 1°61 | sth f Mina 


° Lovit 


M . Ds __ Address (Street, city, town, or ae 


ie —— 
-22e. NAME OF CEMETERY OR CREMATORY 22d, LOCATION (City, “fown, oF couniry) | {Stete) 


4 should be forwarded to the Chief Medi 
of its designated agent, prior to burial, cremation, 


TO FUNERAL DIRECTOR: Page 3 should be us: 


28,8 
$283 
Seer 
g555 
Oo: 
me > 
alos 
e538 
Sbeee 2 aA _— 20) = a, 
22 3S 3 [AM Fi Middle Last Month — 
Bests DECEASED OF 
=£22 5 (Type or print) ay | : l/ec. DEATH 7 19 Me 
0 Oe == € = 
£8 £5—~ [5 sx 6. COLOR OR RACE|7. maRRIED BR NEVER MARRIED |] | &- DATE OF Bir 9, AGE (Ip years [IF UNDER 1 of IF UNDER 24 HRS. 
Suaze 7 > N last bifhdsy} Months) Deys | Hours | Min. 
ae EaG sd | Male egro wiboweED [_] pivorceD [_] ak Pi, 32 yr, 
LG ves a 10s. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. alae {Stele or foreign country) —~—=*d;«9 2. CITIZEN OF WHAT COUNTRYE 
a oon done during most of working life, even if retired) 
So Bae ie 
Sef~- |_ Laborer _ al Maryland __ _U. Se. Ae 
= Be S=, 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
xO ee 
oraz 
rie ie Raymond I. Costley | Alverta. Myers >. 
ZO E g WAS be te IN U.S. ARMED Parr 16. SOCIAL SECURITY NO.| 17. INFORMANT ‘Address 
Sale Li o, or unkown: ye Orean lotes ofservice] 
sets “Yés [Kot 15-28-6308| Raymond I. Costley, Sykesville, Md. 
3 5 cas & 18. CAUSE OF DEATH [Enter = ‘one cause per line for (e), et ‘ond (c).] ~~] INTERVAL BETWEEN 
ss 2o7 PART I. DEATH WAS CAUSED BY: We See ANC 
a = 3 fe 4 IMMEDIATE CAUSE (e} Ma tt stasadl = 
Bs a pOrY DUETO 
1 } 
3565 3 Conditions, if eny, ‘which ib) =) 
py ens 8 gave rite to immediete couse = 
o £5 % fe fa), steting the underlying BUETO 
Sex ° cause last. (ec) 
p3 a 5 z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i(e)| 19. WAS A ‘AUTOPSY 
52S oy = = = ERFORMED? 
23% 13 vs BE NO Le] 
Esta ©] 20a. EXTERNAL CAUSE WAS | 20b, DESCRIBE HOW INJURY OCCURED. (Enler nature of Injury in Port | or Part Il of item 18.) 
ae & | PRIMARY [1 or CONTRIBUTING C] 
a 2 & | CAUSE OF DEATH. 
= Kd 20c. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, | 20f, (City or town) (County) (Stete} 
z = 8 Hour em. While Not While fectory, street, office bldg., ete.) | 
és 2 a 9 et work [] at work [_] 
Mo USE ESE SmI anna SISIITET SIEITEIET SENT UT ERSEISEY ESF ORSISNENT <> [EET TRSSINENPRRRRRNE n> WERE TENNEY URREE <= EEE EP EEePeEnee 
nae 21. I certify that | took charge of Ihe remains described above, held an Autopsy [7}—~Inspection be, Inquiry Pd and in my opinion 
Rie 
e@:: 
Eo 
i 
E F 
PSs 
oy 
a 
oa 
nH 


VS. AISME 
5M 9/60 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


1, PLACE OF 
a. COUN) 


ed with 


2. USUAL RESIDENCE (Where deceosed lived. 
o. STATE 


If institution; Residence before odmi 


MARYLAND f COUNTY, 


b. CITY OR TOWN (If autside ae write 
RURAL and givg nearest own) 


lt Gad PLIALCK 


oo Lr OF STAY IN 1b c. CITY OR TOWN (If ide corporate mits, write RURAL and give nearest fawn) 


d. NAME OF HOSPITAL {If not in hos; eo give street oddress) 
OR INSTITUTION 3 / <a 4 


sof 


e. 1S RESIDENCE 
ON A FARM? 


yes [] No 


d. a 7 Lorre - ~ n 


3. Ni First 
DeceaseD 


(Type a¢ print) 


led in by the funerol director, 


=< 


ZDAARD Moe 


Middle 
DEATH 


LUFFENDL, AER/L 20 \36/ 


Poges | and 2 should be 


5. SEX 


LAE 


6. COLOR OR RACE 


7. MARRIED EY-NEVER MARRIED [] 
wipowep [] 


pivorceo [] 


8. DATE OF 8IRTH 9. AGE (In years [IF UNDER T YEAR] IF UNDER 24 HRS. 
CHt-F Via eer Manths[ Days | Hours] Min. 
ra yrs. 


durjng.mast of working life, 


Delia, Lr 
13. FATHER'S NAME 


Lt 


‘AS DECEAS§@ EVER IN U. 
‘00, OF unknown} | a yes, 


ven if celited) 
[Liz 


d completely 


AAL-Z > LAGI 


ion on 


icote be executed within 24 hours is Po 


Ke 


== Ey 


100. USUAL OCCUPATION (Give kind of wark dane! 10b. KIND OF a ‘OR INDUSTRY | 11. Tana (State or foreign country) 


PS? |16. SOCIAL SECURITY NO. 


12. CITIZEN OF WHAT COUNTRY? 


Wd Lf So 


Z. LVF 
14. MOTHER'S MAIDEN NAME 


A fatith le EEE 


17, INFORMANT 


> Séscu eA aa 


PART I. DEATH WAS CAUSED By: 


18, CAUSE OF DEATH [Enter anly one couse per line far (a). (b). ond (chy 


INTERVAL BETWEEN 
4 ON! AND DEATH 


Then please remove carbon popers. 


IMMEDIATE CAUSE (a) 
UU AaK 


DUE TO 
Conditions, if ony, which 
gove rise to immediote 
couse (0), stoting the under: 
lying cause lost. 


(b) 
DUE TO 


(c). 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 


19. WAS AUTOPSY 
PERFORMED? 


ves) No 
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200. ACCIDENT WAS UNDERLYING [] 
OR CONTRIBUTING [1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


ie. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 


20c. TIME OF INJURY Month, 
Hour a. m. 
p.m. 


Day, 


After this certificote hos been signed by the ottending physic’ 
MEDICAL CERTIFICATION 


NDING PHYSICIAN 


saw the deceased 7, on 
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Year | 20d. INJURY OCCURRED: 


21. 1 certify that (1) (this haspital) ees a os from. 


202. PLACE OF INJURY (Home, farm, 1 20F. (City or town) 
No! while foctory, street, office bldg., etc.} ! 


Dot work \ 


{County) (State) 


1987 t0___! 190, that (I) (we) last 
A and that death accurréd 1 PAE om the causes and on the date stated abave. 


220. WS” fies 


a 


; ‘22b. DATE 
ATTENDING ED. STAFF 
M.D. | PHYS. DIRECTOR PHYS. 


Te. ks NS 
NAME (Type) 


oe 


22d. ADDRESS 


23a. BURIAL, CREMATION, | 23b, DATE,THEREOF 


Sie? | 22/6, 
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may be retained 


2d. TOCATION ty, town, or county) 


@3c. NAME OF CEMETERY 
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= 
6 
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s 
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5 
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er 


TO HOSPITAL OR. 


was INERAL “DIRECTOR '$ SIGN, Dep. 
yh % 


ae 
La 
ra 

iS 


S 


ADDRESS 2Sa. REC'D BY REGISTRA\ 


Drizzle, HA Nome ppp 2561 


25b. REGISTRAR'S SIGNATURE 


hatha brute 


» RT 
>." ¢ 
ey 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


4134 CERTIFICATE OF DEATH 4128 


), PLACE OF DEATH ay ie igi eNed {Where deceased lived. If institutian: Residence before admission) yf 


od 


a, COUNTY b. COUNTY 
Carroll MARYLAND 


b, CITY OR TOWN (If autside carporate limits, write | c. LENGTH OF STAY IN 1b ¢, CITY OR TOWN {If autside carporate limits, write RURAL and give neares! town) 
RURAL and give nearest tawn) r 
|. NAME OF HOSPITAL (IF nat in haspilol, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 


State Hospital 3333 Gliftmont Ave, 50) Nog) 


|. NAME OF First Middle lost 4. DATE Day Year 
DECEASED OF 


CES a) Bettie Earhart ESaly 19 
5. SEX 6. COLOR OR RACE h MARRIED [-] NEVER MARRIED [] [ate DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR[IF UNDER 24 HRS. 


last birthday) [Months 
] White wiboweD [Divorced [] 


ee Page 4 


signed by the ottending physician and campletely filled in by the funerol director, 


ay 
— 


Pages 1 and 2 shauld be filed with 


yrs. 


10a. USUAL OCCUPATION {Give kind af k de 10b. KIND OF BUSINESS OR INDUSTRY i BIRTHPLA! untry) 12. CITIZEN OF WHAT COUNTRY? 
Bfiteresce Wetbiny We erate eti oe BATeLHvre 


waryland ILS.As 
13. FATHER'S NAME TA. MOTHER'S MAIDEN NAME 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 


(Yes, no, ar unknown} | (UE yes, give wor or dates af service} 


No 
18. CAUSE OF DEATH [Enter anly ane cause per line for (0), (b), and (c)-] INTERVAL BETWEEN, 
PART |. DEATH WAS CAUSED BY: 


ae CaUsE (o|__Acute pulmonary edema 


DUE TO 


Conditions, #€ ony, which »)__Arteriosclerotic heart disease years 


gave rise to immediate | 


Then please remave carban papers. 


the State Baard of Health prior ta burial, crematian, ar removal, ond in any event, within 72 haurs after death. 


cause {a), stating the under- (DUE TO 
lying cause last. {) 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
yes [J] NO. 


200. ACCIDENT WAS UNDERLYING [1] 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Part | ar Part Il af item 18.) 
OR CONTRIBUTING C} CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


hysician. 


20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, 1 20F. {City or tawn) {County} (State) 
Hour a, m. While Nat white! factary, street, affice bldg. etc.) | 
p.m. 9 Jot wark [J at work =] { 


21. | certify that (I) (this haspital) attended the deceased fram.____3— a» 1241, 10 _-- 19. Al that (I) (we) last 
saw the deceased clive on. 4-14 = 1961... and that death accurred at5_AM, fram the causes and an the date stated abave. 


2a. SIGNATURE a 22b.DATE 
Lef QZ ATTENDING MED. SIGNED 
te -AhIagr M.D. | PHYS. DIRECTOR : April 14, 196) 
c. PHYS, 
NAV 


MEDICAL CERTIFICATION 


After this certificate has been 
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e haspital ar attending pl 


TO FUNERAL DIRECTO! 


IAN'S ‘2d, ADDRESS 


(Type) = 
Campo, M.D. 
230. BURIAL, oe 2b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION, aa fawn, or caunty) . {State) 
Bitar” | 4/17/61 Woodlawn Cemetery Baltimore, Md. pe amy 


24, FUNERAL, Meeet S$ Seon 25a. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


rai imunek Funeral Home pate APR 1761 Onthar £. Fira 


page 3 shauld be detached for use as the buriol-transit permit. 


may be retained 


TO HOSPITAL OR 


a 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 4129 


1. PLACE OF DEATH 2, USUAL RESIDENCE ge am lived. If institution: Residence before admission) 
°. S$) 


. COUN ant Co ; ian Las, A COUNTY Cd Mt 


b. CITY OR TOWN (IF autside carporate limits, write i LENGTH, OF STAY IN Tb <. CITY OR TOWN (Ioulside cospordie limits, write RURAL. and give nearest town) 


RURAL ondjgive neores! lown) CO Sr2220- ole 


Lh A PLGA bio ee 
d. STREET ADDRESS e. IS RESIDENCE 
OR pp ok Se . 


Vd. NAME OF HOSPITAL {If not in haspital, give street address) f ON A FARM? 
LZ ; 3/2 4. Dtaae' S17 | eu ea— 


3. NAME OF First Middle Lost 4. DATE Month. Day 
DECEASED 5 


teen CAME ONE ORETTA ZCKA Rf) Mm 2°39 CS 


eo 6. COLOR QR RACE | 7. MARRIED [|] NEVER MARRIED [[] | 8. DATE OF BIRTH years |IF UNDER 1 YEAR| IF UNDER 24 HRS, 
lost 5 
b, DIVORCED bet7 (a) Hours | Min. 
tio, | Ler, \woomoe— oO LO L279 
gn 


UAL OCCUPATION (Give kind Ppt dere 10b. KIND OF BUSINESS OR INDUSTRY M BIRTHPLACE {State ar for country] 12. CITIZEN OF WHAT COUNTRY? 
fred) 


faring mast of working life, even if 

(Lokaad. ly _-Zi2d - L0-S-G - 
T 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
IN 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? ]16, SOCIAL SECURITY NO. | 17. INFO! 
) 


at 


é Page 4 


led in by the funeral director, 
Pages | and 2 should be filed with 


(Yes, no, oF unknown) QF yes, give wor of doles of service) 
— 


——. 


1B. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (0).] TERVAL BETWEEN 


INSET AND DEATH 
PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0). 


ae Pn Va 


Canditions, if ony, which a 
gove rise to immediote 

couse (a), stoting the under ( OVE TO 
lying couse last. (c) 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a)] 19. ee aneons 


yes] NO & 


Then pleose remave carbon papers. 


the State Board of Health priar ta burial, crematian, ar remavol, ond in any event, within 72 hours after death. 


The law requires thot the death certificate be executed within 24 haurs aft 


20a, ACCIDENT WAS UNDERLYING LT 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | ar Port Il of item 1B.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Doy, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (Caunty) (State) 
Hour 0, m, While Not while factory, street, office bldg., etc.) ! 


p.m. 19 lot work [) at work [] \ 


MEDICAL CERTIFICATION, 


21. 1 certify that (I) (this haspital}) attended the deceased fram._____“ 


saw the deceased alive an 19. and that death accurred at 

To. SIGNATURE =p, 3 2%. DATE 

SS C f a ATTENDING at STAFF SIGHED) 
2 M.D. | PHYS. DIRECTOR PHYS. 


& 


$. 
7c. PHYSICIAN'S 22d. ADDRESS aa 
NAME {T. e 3 
ve vl Sewn eT | (DFE Wan Hiathowiote a 
230. BURIAL, CREMATION, | 23b. DATE,THEREOF 2 {Stote) 


REMOVAL (Specify) 
: Lehi 4 Z LLL 
24. FJANERAL DIRECTOR'S SIGNATURE f p= ye 25b, REGISTRAR'S SIGNATURE 
RAIS . p ? ye , ey 
BM oy Z Eide APR 2 8 '61 Ovkan ff Foca 


ENDING PHYSICIAN 


MF the haspital or attending physicion. 
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page 3 should be detoched far use os the buriol-transit permit. 


moy be retained 
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TO HOSPITAL OR 


ae 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 4139 


\ = 


21.1 certify that (1) (this haspital) attended the deceased fram Sept. 12, . 1960 to April 6, 1 bl that (I) (we) last 
saw the mae, alive onApril 6, 1961 and that death accurred @t 30K Mem the causes and an the date stated abave. 


: oe 
a 3 s 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission ee 
a" 5% - Carroll marviano || ° SATE Maryland b. COUNTY 
=e \g M b. CITY OR TOWN (IF autside carporate limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {If autside corporote limits, write RURAL ond give nearest tawn) 

8 RURAL ond give nearest town) 6 ai ial dah cs ik ele ‘Sy ] 
32 enryton 206 days Baltimore; Maryland: ~ V Ci ] 
= 2 os d. NAME OF HOSPITAL (If nat in hospital, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
o =% OR INSTITUTION ON A FARM? 
fy bs te Henryton State Hospital 2509 Edmondson Avenue ves I] NO 
5 
2 = 5 . NAME OF First : Middle Lost 4. DATE Month Day Yeor 
= - | : 
Me (Type or print) Moses Preston Ewell DEATH April 6 61 
ze aos |. SEX 6. COLOR OR RACE | 7. MARRIED [7] NEVER MARRIED 1 | & DATE OF BIRTH 9, AGE (In yeors [IF UNDER YEAR| IF UNDER 24 HRS. 
SF el eee lost bicthdoy) [Months] Days | Hours] Min. 
wy 2a ee Male Negro wivowe [] ovorceo Rt | 8-30-1911 49 ys. 
3 = a ¢ 10a, USUAL OCCUPATION (Give kind of wark done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ie eee during most of working life, even if retired) 
See Laborer Onancock, Virginia UW. So te 
3 x £ & 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
© O° 
B es Alfred Ewell, Sr. Mattie Warner 
St Se ie 1S, WAS DECEASED EVER IN U. S. ARMED FORCES? ]16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
3 & & A (Yes, no, oF unknown) {If yes, give war or dates of service) 
& pee No | 212-07-8034 | Moses P. Ewell-Patient 
3 ‘e 8 iS 18. CAUSE OF DEATH [Enter only ane couse per line far (0), (b), and (c)-] INTERVAL BETWEEN, 
3 a i 
e Oat PART |. DEATH was causfO ey. Carcinoma of the lung with metostases 
£ efy ro 
5 & e5 / ‘é . x DUE To 
= 8295 Canditions, if any, which » Pulmonary tuberculosis moderate advanced 
$6 BES gove rise ta immediate 
ee oes couse (a}, stating the under- ( DUE TO 
z as = lying couse last. (9 
eb las puna leeuss Ist.) 
223 5 > Zz Part il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)|19. WAS AUTOPSY 
Sears Q 2 — ope PERFORMED? 
= = : ae 
203! 3 OO gx yes] NOT) 
a 2 = 200. ACCIDENT WAS UNDERLYING TD 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part {I af item 18.) 
2s és & | OR CONTRIBUTING [] CAUSE OF DEATH 
<e i) © | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
3 & [20c. TIME OF INJURY Month, Doy, Yeor [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f, (City or tawn} {County} (State) 
= Ft Hour 0. m. Wikile, ao (arenne foctary, street, office bldg., etc.) | 
= = p.m. 19 Jot wark [[] of wark t 
© 
F4 
6 
Zz 
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page 3 should be detached far use as the bu 
the State Board of Health priar to burial, crema 


TO FUNERAL DIRECTOR: After this certificate 


@ 22a. SIGNATURE Ls a yy) 22b. DATE 
Gans sy ase ATTENDING MED. STAFF SIGNED 
Poa . f- 4 7 M.D. | PHYS. DIRECTOR PHYS. 4-626f 
o? Ne. EE ICIANS 22d. ADDRESS 
af AME Ptdgars M, Maculans, M.D. Henryton State Hospital, Henryton, Md. 
& 3 230. BURIAL, CREMATION, 23b, DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, ar caunty) (State) 
> MOVAL (Specify) 
= 3 b nt fe v4 Pew. 
S 24. FUNERAL DIRECTOR:g SIGNATURE ADDRESS 2S0. REC'D BY REGISTRAR Sb. REGISTRAR'S SIGNATURE 
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oATBPR 1 0°64 utesn & Mrasadd 


aovladttibdegy Coal prt, 


F MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


DEATH 4131 


wh = 
1. PLAGE OF DEATH. : 2. USUAL RESIDENCE (Where deceased lived, IF institution: Residence befare odrpission) 
co MARYLAND fay ae hy if / 2. ; pecs t ; 


b. CITY OR TOWN (If outside corpgrate limits, write | ¢. LENGTH OF oes IN) Ib . ¢ CITY OR TOWN (If outside corporote limits, write RURAL ond give necrest tawn) 


RURAL and give nearest town) - =VER E TT PA 


spita, give street oddress) a Se ADDRES, gIS,RESIDENCE 
: i —_ — )|2 ON A FARM? ¢ 
ig Jj * “Ti Yes oO no 


—_ 


d, NAME OF Klas {lfngt i 


\ [s /) OR INSTIPUTIO 
+ 3. NAME: First Middle 4. DATE Rent ry Yeor 
ree JAMES __ WALTER = a, 4 ae 


9. AGE (In yeors |IF UNDER 1 YEAR| IF UNDER 24 HRS. 


ay 6 COLORORRACE |7. maRRIED [Y/NEVER MARRIED [] | ®. DATE OF BIRTH AGE Ln zor 
‘ Wy last bigthday) [Months] Day H Min. 
ancl wipoweo [] Divorced [] fOo- T-(702| § 2 pis | emi pare | ees in 


10a. ond edtoebeae (Give kind af work done! 10b. Yeoh OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar fareign country) 
Zip i Seles egies 


THEE 'S 4 Va, seh a L NAME. 


Pages 1 and 2 shauld be filed with 
7 


12, CITIZEN OF WHAT COUNTRY? 


YSA 


ea 


Then please remave corban papers. 


id completely filled in by the funeral directar, 
, ar remaval, and in any event, within 72 hours gfe 


‘. Was DEG ASED Li noe pape es FORCES? |16. SOCIAL SECURITY NO. |17. ae IT Address 
(a4, 90, oF unknown) {If yes, give wor or dotes of service) - SEE 2 ZPS IGS 
1B, CAUSE OF DEATH [Enter only one couse per Vine for (9), ond {c)-] INTERVAL BETWEEN, 


s ONSET AND DEATH. 
2 PART I. eee Ay oc a vel ‘af 7 as u [ficroucy| ie ve 
» ” DUE TO 


Meenailieon [nesyh which is Ce obealprtact 


gove rise ta immediote 
couse (a}, stoting the under. (PVE = 
lying couse last. 
Part Il, OTHER SIGNIFICANT PSG CONTRIBUTING. TO DEATH BUT NOT RELATED TO THE Cl DISEASE CONDITION _4 IN PART mile 9. Aad Pet ay 
a apa Int atonal pri! by wif yes] NO Dy 
20a. ACCIDENT WAS UNDERL INJURY OCEURRED. (Enter nature “ehess injury in Port | of Part Il af item 18.) 


ING [J |20b. DESCRIBE HOW | 
‘OF DEATH 
ATSEXAMINER) a 
R0c. TIME OF INJURY Mapth, Day, Yeor |20d. INJURY OCCURRED [20e. PLACE OF INJURY IHome, form, | 20F. (Ci (County) (State) 
Hour a. ae While 61 a factory, stregicottice bidg., etc.) | H ~— 
. 19 lot work cork 


21. U certify that (1) (this ae attended the deceased frontuseee. 1945, .ta 4-2. ae _ WhL, that (I) (we) last 
= 25 962, and that death accurred one ¥m, fram the causes and an the date stated abave. 


A hee ttl —yolMP™ Mino Ha ¢ -2~6/ 


thot the death certificate be executed within 24 haurs 7 Page 4 


jires 


ransit permit. 


the State Board of Health priar to burial, crematian, 


The law requ 


MEDICAL CERTIFICATION 


saw the deceased alive an___ 
a, SIGNATURE __ 


ENDING PHYSICIAN 


Py the haspital or attending physician. 
ECTOR: After this certificote has been signed by the ottending physicion ani 


o 


poge 3 shauld be detached for use as the b 


o7k Qc r 22d, 

gee Nineties ey2 tr. KLAATSCH | Op U/ug tO IEG Koy er 
535 Be. PEND, vat ATION, | 23b. D 23d. LOCATION (City, town, or ny {State) 
Bes er SveretT, Bedhidce, Pe 

= * 25a. REC'D BY REGISTRAR 2b, REGISTRARS SIGNATURE 

eM ory PALE toMy s dP AA he vu tpt tbe te v. cae APRS 61 Lithue Aen. 
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eo Poge 4 


icote has been signed by the attending physicion and completely filled in by the funeral director, 


nding physicion. 


Pages 1 and 2 should be filed with 


, ond in ony event, within 72 hours ofter death, 


Then please remave carbon popers. 


page 3 should be detached for use os the burial-transit permit. 


the State Board of Health prior to burial, cremation, ar removol, 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


Zi38 CERTIFICATE OF DEATH 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before cine. 7 
STATE b. COUNTY 


marviano || °° “MARYLAND CITY 


b. CITY OR TOWN (IF outside corporote limits, write | c, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) 


Rural _- Sykesville imo 27 days || Baltimore xe Ane: c* 4 
e. IS RESI ICE 


d. NAME OF HOSPITAL (If not in hospitol, give street oddress} d. STREET ADDRESS a 
OR INSTITUTION ON A FARM? 


: 4215 Sheldon Avenue yes [] No] 

i i Middle Lost 4. aad Y Day Yeor 
(SERIO Anh) MICHAEL FLORIN "8 DEATH 3 9 61 

S. SEX 6. COLOR OR RACE | 7. MARRIED PX] NEVER MARRIED [1] | & DATE OF BIRTH 9. AGE me IF UNDER 1 YEAR| IF UNDER 24 HRS. 
Male White een bivorces | 3420-79 bi wl Months] Doys | Hours 


10a. USUAL ie niles) (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mos! of work ipa life, ven if retired) 


Boiler contractor mee Maryland USA 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Frank Florin Sophia (unknown) 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17, INFORMANT Address 


SE Teen See 
— Ve | me 5-32 275| HOSPITAL RECORDS 
18. CAUSE OF DEATH [Enter ‘only one couse per line for (0), {b}. ond (o)-] INTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DEATH MEDIATE cause (o)_____ Bronchial Pneumonia iy’ days 


DUE TO. 
Lye, Shi (} Myocardial insufficiency years 
gove rise to immediote 
couse {0}, stoting the under: ( OVE TO 
lying couse lost. ey 
Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o) Ww. Tha OReea, 
Chronic Brain Syndrome associated with cerebral arterioscl yes] NOX] 


200. ACCIDENT WAS_UNDERLYING D1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I! of item 1B.) 


OR CONTRIBUTING [] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, ; 20f. (City or town} {County} (Stote} 
Hour o. m. ; A foctory, street, office bldg., co 


p.m. 


21. | certify that (I) (this Aas attended the deceased fram... 192s. 1024 Lo 19____, that (I) (we) fast 
saw the deceased alive an___: 3/61. 


MEDICAL CERTIFICATION, 


am the causes and an the date stated abave. 


220. SIGNATURE A 2b. DATE 
‘ATTENDING MED. STARF TICE 
uy ¢ mom PHYS. DIRECTOR ys. 0 4/3/61 
22c. PHYSIGJAN'S 72d. ADDRESS 


“Ger trude Me a" M.D. 


23c. NAME OF CEMETERY oR CREMATORY 23d. LOCATION (City, town, or county) (Stote) 


/ 4. |HO2Y REO LEMER |\4yo ZELAR KD) Ar D> 
24. EUNE! IRECTOR'S SIGNATURE ADDRESS: a - 2So. REC'D BY REGISTRAR Sb. RECISTRAR SIGNATURE 
ii i Ros '802 FE Lombanr ST lowe APR 4 '61 Cnthua £, Fane 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 04133 


all 


1981, that (t) (we) last 


saw the deceased alive an_ 7: adhe the causes and on the date stated abave. 
No. SIGI 22b. DATE 


the haspital ar a 


& TO FUNERAL DIRECTOR: After this cer: 


e 


page 3 shauld be detached far use as the burial-transit permit. 


* vs | eta 
ca 3 : \ 1. eee = eh eoengeoaice (Where deceased lived. If institution: Residence befare admission) 
Die Gia ml ‘a. a b. COUNTY 
oss Carroll ashe Maryland 
€ Be b. CITY OR TOWN (IF autside carporate limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside carporate limits, write RURAL and give nearest town) 
on s fat) and oe neorest tawn) 
> 52 rural) Sykesville 29y.3mo,18d. Baltimore 
= 2 ie d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS a 0. 1S RESIDENCE 
5 = fa oe ee 1d eo NO DR 
> 4 2 
ce pringfield State Hospital unknown ie ves] No 
> a] 
2 £6 re 3. NAME OF First Middle lost 4, DATE Manth Year 
SB DY tipeor nn Ol: Foble (Fauble) DEaTH 4 Seen 
s 258 (Type ar print iver - Fo 
© £68 
= a 
S. SEX . COLOR OR RACE | 7. B. DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
é S23 3 ie 6 ae MARRIED [|] NEVER MARRIED KX] Pear toae) 
BS = to wipowed [7] pivorceD [] 11-13-97 63 yrs. 
gS 
£ € & ¢ 100. USUAL OCCUPATION \G kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
So /Saeas dorigg ao ost ei “gt life, even if retired) } Land USA 
Sie) | Sea ream Marylan 
BS Re Z 
3 = a iS 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
§9.¢ " 
Baste Joshua Foble (Fauble) Lena Constantine 
Se, an 
€ £8 3 1g, WAS DECEASEDEVER IN U.S. ARMED FORCES? [16, SOCIAL SECURITY NO. [17. INFORMANT ‘Address 
= a : 3 fes. no. oF unknown) If yes, give wor or dates of service) 
o eo 
c Fgé =s- ingfi State i i 
e fs? Springfield Hospital Records 
eS i E INTERVAL BETWEEN 
eee ae ee Soa 
= 3 ls Fy . t . 
o Os IMMEDIATE CAUSE (a Chronic Cong 2 
ig “ae : 
& 2f£e 
255 DUE TO 
Pe * ase, ras : 
=e Ganditichi, ifsony, Seite é, Aortic insufficiency. Auricvlar 
8 3 8 gave rise to immediote tea 
£ ? 
5 AS cause (0), stoting the under- 
ee, : vader: 
oc? = lying cause lost. «) S 
-2ece2s SESE 
z 3 2 Ce $ Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (a) |19. or 
BZors =| Mental defective with epilepsy-type of epilepsy unknown eo] Ks Oo 
ea055 6 
2 g 
Beat geste E | oe ACCIDENT WAS UNDERLYING [)_]20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port of item 18.) 
£2ie E 
gs 8 > 5 | GF EITHER, NOTIFY MEDICAL EXAMINER) 
3 [) = 
3 o G ]20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, [20m {City or town) (County) (Stote) 
i 3 g gue eae Beet Sar aera foctory, street, office bldg., etc.) | 
z 2 2 p.m. 17) sulshiwork [al ohiwark H 
° 5 
Zz & 
c=] 
ATES: 
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TENDING ; F SIGNED 
4 mo. | PHS. Bieecror Ps, y-5-1961, 
oF j RCL Oh Yasuo Takahashi, M.D. rad avoress Springfield State Hospital 
eee Sykesville, Maryland 
A Cae, 4 Se ee eS. ee ee ee i = 
8 Ctonsea” 23b. DATE THEREOF 7 23d. LOCATION (City, tawn, ar caunty) “ (State) 
> EMOVALN Speci ~ a 
to t yf - Wie a 6 Ga aad Lirvef Cy eas 0 Ue 
3 wes ake We 4 Z_?. 
2 24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 250. REC'D BY REGISTRAR | 25b. REGISTRAR'S SICWATURE 
RAI ees : tt 
“SM 9799) Ah ins Z Ze oat apr? 2 ‘61 ita £, Fas 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


x CERTIFICATE OF DEATH : Vy 
E. se i f Reg. Dist. No. % 
- 3 = 1. Pi . 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission} 
= 2% MARYLAND |} Virginia b. county Loudoun Vv 
£ Be b. CITY OR TOWN {IF autside corporate limits, write | ¢ LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If autside carporate limits, write RURAL and give nearest! tawn} 
@ 23 Moun AtYy oR 2 Years Lovettsville 
Se 
2 
2 3 d. NAME OF HOSPITAL (If not in hospital, give street oddress} d. STREET ADDRESS 5 1S RESIDENCE 
eis Day iEtng’ Hone Ss: 
¢ a > YES NO 
2 E909) 
42 He 6 3. NAME OF First Middle lost 4. DATE ‘Month Doy eon 
= 23 (Type or print) NELLIE E. GEORGE DEATH April 2h, 1961 
= eee: 5, SEX 6. COLOR OR RACE [7. MARRIED] NEVER MARRIED PKjkl B. DATE OF BIRTH % AGE fn rears IF UNDER 1 YEAR] IF UNDER 24 HRS, 
= e t biethdoy) | Month: in. 
a Se Female White wipowep [] DIVORCED [7] 6 Nov 1878 ‘Oeiema a eaeal lool Peuc, He 
aS 
2 £8. 100, USUAL OCCUPATION (Give kind af wark dane] 10b, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 2 83 are mast of Ets) life, even if retired) At at e Vi inia USA 
6 Bes ouse=-wor. a Om argini 
g o8s 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
3 Be (1) Robert Le George Florence Near 
= 553 1S, WAS DECEASED EVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
4 age 1¥es, no, or unknown) (IF yes, give wor oF dates of service) ti 
Seas No None Mrs Robert Riddlemoser, Lovettsville, Va. 
2 £3 
3 & g 5 1B. CAUSE OF DEATH [Enter only one cause pegiline for (a), (b), and (c)-]} . , , INTERVAL BETWEEN, 
7 eons PART 1. DEATH WAS CAUSED BY: 
Sas i > jy WWAEDIATE CAUSE (0 Bt 
5 =e? "} -s DUE TO 
< "4 
= f2> 8. iF any, which " 
3 BES gave rise ta immediate 
3 pas cotise (a), stating the under: { PVE TO 
Go nae lying cause last. © 
esrae 
9 $5 ° ra Paarl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a}]19. WAS AUTOPSY 
2R0FD = 
356 s ves] NOAM 
ga095 u 
2 2 g 
Forces = [ 200. ACCIDENT WAS UNDERLYING [}__[20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part 1 ar Part Il of item 1B.) 
Zo iz.‘ |E|Ramuney useivounen 
eevee u 
2ezss & ]20c. TIME OF INJURY Month, Day, Yeor ]20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (State) 
Ferles ray Hour a, m. While Not while factory, street, office bldg., etc.) 
zs2°6 = p.m. 19 lat work [] at work [] H 
Os,05 7 é 
Zz ees 21. | certify that } attended the deceased fram._. Cehc., WL, 10,4 rr AL, 19.4¢2.,that | last saw the deceased 
“Ba 4 ., 
on x $3 alive on Ofer ae iy, VRE peek, and that death occurred at. -.£€..M, fram the causes and an the date stated abave. 
O35 z a (Strpet, city ar tow stote) DATE SIGNED 
Oe) | att L722 Laecatrs ZUG she 
ape ss SIGNATUR 7” L7 a aBe A ke & Ls 
Ofori ; 
23282 mous (AC bar Lo Le 
eeaes ype! : —s 
wrens en ee eee 
Fd 82°? Zo. BURIAL, CREMATION, | 22b, DATE THEREOF Tic, NAME OF CEMETERY OR CREMATORY 72d, LOCATION (City, town, or ear +2. (State) 
TSR Py Bu Pat Sree) | 26-61 Reformed Cemetery Lovettsville, Virginia 
at 
292 23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS ‘2ha. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Ys als M. R. Etchison & Son, Frederick, Maryland pare APR 2 6 '61 Onibun &. Pam 


MARYLAND STATE DEPARTMENT OF HEALTH. 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH ; 04 134 


& 
S 3 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence befare it 
é 3 a. COUNTY Carroll \ MARYLAND o. STATE Maryland b, COUNTY Balti t 
re altimore 
= 3 b, ce OR aay {lf ad tae limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside carporate limits, write RURAL and give nearest tawn) 
ve aa ‘ 
 Y 2 Sykesvitte 3mos.13days Towson ¢ } 3 KA-~z 
2 2) ! d. NAMEIOE poral {IF not in hospitol, give street oddress) d. STREET ADDRESS e. Beas 
ae 4 
g pringfield State Hospital 913 Fairway Drive ves [] NO 
5 NAME 3 First Middle Lost 4. DATE Manth Day Year 
z Ciypator ait William Roszell German DEATH April 17, 1961 
: 5. SEX 6. COLOR OR RACE | 7. MARRIED [> NEVER MARRIED [] B. DATE OF BIRTH 


as”) Manths} Doys | Hours] Min. 


9. AGE {In years [IF UNDER al UNDER 24 HRS. 


d by the attending physician and completely filled in by the funeral director, 


page 3 shauld be detached far use as the burial-transit permit. 


£ 
3 
3 
af Male winoweof[] —sovorceot]] | March 11, 1898 ys. 
3 a 100. — ren oan kind oe ecoriadane 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g iit (arestPeh Gok rg Wiitearonutieetite 
ae Owner of Prahster Cos = Maryland U.S.A. 
ak 13, FATHER'S NAME V4. MOTHER'S MAIDEN NAME 
os * 
ce Thomas German Belle Price 
8 es 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address. 
gs (Yen. pen If yes, give wor or dates of service) é 
£3 world war. 216-07-025 Springfield Hospital Records 
14 S 18. CAUSE OF DEATH [Enter anly ane cause per line for (a), (b), ond (c)-] INTERVAL BETWEEN 
Qe PART |. DEATH WAS CAUSED BY: Uremi. pte 
58 “4 5 / UAMEDIATE CAUSE (0) a 
e6 6 | *} KA DUE TO 
s Conditions, if ony, which tb) Suppurative nephritis Weeks 


gave rise ta immediote 


cause (a), stating the under- DUE TO. 
Lying couse lost. Acute gangrenous Weeks 


BYy OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO. DEATH BUT NOT RELATED Ti HE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)/19. as AUTOPSY 
C.B.8.assoc.with cerebral arteriosclerosis hout qualifying phrase, BS 


MED? 
200. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Port Il of item 18.) 


“S & No] 
OR CONTRIBUTING [1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


ES 
20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
Haur a. m. While Nath foctary, street, office bidg., etc.) ! 

p.m. jat work [[] at wark [7] H 


21.1 certify that (1) (this haspital) attended the deceased from January |), 1961, April 17, 19.41, that (1) (we) last 
saw the deceased alive on. ApYil 16,5. 1961 , ond thot death accurred d:22ORAMom the causes ond on the date stated above. 


ending, physician. 


yw 


NDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs aft 
MEDICAL CERTIFICATION, 


“he haspital ar 


TO FUNERAL DIRECTOR: After this certificate has been signe: 


the State Board af Health priar to burial, crematian, ar remaval 


oe TURE 2b. DATE 
2 / 721obent ed LL Gries pe ee ea aT u/i77er 

° 2 22d. ADDRESS: 

Zé Agustin delCamo, Springfield Hospital, Sykesville, Md, 

a 3 oe DATE ee b/ 3c. NAME OF CEMETERY OR CREMATORY pg LOCATION (City, town, or LF (Stoje| WA 

x 
22 4 Ko-bf or mes Lys (a %> Lion KGa - 4 
- 25b, REGISTRAR'S SIGNATURE 


25a. REC'D BY aan 
AP | one APR 2 0'61 Onthun £ Hinsad 


ae 
as 


=> 
La 
a 
7 
S 
fa 
es 
4 
° 
2 
a 
2 
ic 
Hak 
ye 
ye 
3 
2 
a 
a 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


al 


18. CAUSE OF DEATH [Enter anly one couse per line far (0), (b), and (c).} 
PART I. DEATH MEDIATE cause ) COYr Pulomonale and Meart failure 


Q Og }> DUE TO | 


INTERVAL BETWEEN 
ONSET AND DEATH 


\ y CERTIFICATE OF DEATH ° ) 4 1 $f} 

ce a Se , 
ie 3 e i PLACE OF [ DEATH 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence befare admission) ’. 
8 : k 
e 58 2 Carrell MARYLAND |} ° Maryland .coUNY Prince George 
£ 2 3 b. Shae TOWN (If outside a ake limits, write ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If autside carporate limits, write RURAL and give negrest tawn) a 

o a jive neorest town! 

> 52 Héaryton e De 28 days Lanham il “wh 

= 2 2 d. ele eae (If nat in hospitat, give street oddress) d. STREET ADDRESS e. Beas 
jek: i 
2 BS 003 Henryton State Hospital Rt. #1, Box 247 ves GE NOD 
2 = 6 3. NAME OF First Middle last 4. DATE Month Doy Year 
= eS 
& 23 {Type or print) James Robert Hackley DEATH Aptil 17 1961 
= =e ERs 6. COLOR OR RACE | 7. MARRIED [ft NEVER MARRIED [-] | 8. DATE OF BIRTH a facts tis eons IF UNDER 1 YEAR) IF UNDER 24 HRS. 
Sinai lost birthdey) [Months] Doys | Hour: Min. 
EF 24 Male Negro wivowep (] vivorceD CQ] | January 23, 1914 fi yes. i o 
2 § & 108, peaa eS ON {ove kind st work art 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
og luring mast of working life, even if retired) 
g$ ae Elevator Operator Cannonsburgh, Penna. U. S. Aw 
6 2 
ve 638 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
a c 5 

5 
B Be Charles F. Hackley Mable Brown 

oy 8 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? 116. SOCIAL SECURITY NO. | 17, INFORMANT Address 

a 5 (Yas, ne, or unknown) (IF yes, give war or dates of service) 

ei No | 225-10-1957 James BR. Hackley-Patient 

2g 

2a 

De 

ff 

x 

5 

3 


n, or remaval, and in any event, within 72 hours after death. 


21. I certify that {I} (this haspital) attended the deceased framMl Tipe 1962, that (t} (we) last 
saw the 4 ed alive an: April 17,_ 61, and that death accurred oth: B, hotline causes and on the date stated abave. 


Ps Canditions, if ony, which Moderately advanced bilateral pulomonar 
{b} 
H gove rise to immediote( oe 
couse (o}, stoting the under- 

& higeaietictts , Tuberculosis + left surgery. Bilat. fibrosis 

4 diniogtenare leit 
2 5 2 Part Il. OTHER SIGNIFICANT nee CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o} | 19. iy oe til 
~ p - 
a o yes] no [} 
a = 20c. ACCIDENT WAS_UNDERLYING 01 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Part | ar Port Il af item 18.) 
as & OR CONTRIBUTING [1 CAUSE OF DEATH 
S © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 ef 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, ( 20F. (City or town) (County) (State) 
= 3 Hour 0, m. (White Nat while foctary, street, office bldg., etc.) | 
= a it Steel ohare al { 
3 
° 
2 
© 


& 
8 
€ 
3 
8 
3 
° 
£ 
3 
= 
s 
3 
a 
2 
= 
s 
® 
2 
= 
5 
s 
a 
a 
2 
= 
a 
o 
< 
oa 
Zz 
& 


2a. vonaTiRg 22b. DATE 
‘ SIGNED 
ts Ut Merry bag WO nn | Boor HE Hf 61 
‘22c. PHYSICIAN'S ‘22d. ADDRESS 
NAME (Type! M D 
dgars M. Maculans, M.D. lenryten State Hospital, Henryton, Md. 


23a. BURIAL, CREMATION, 
REMOVAL (Specify) 


Ld} be! 


23b, DATE THEREOF 


4~20-6/ \Bearyn 


page 3 should be detached for use as the buri 
the State Board af Health priar to burial, crem 


V 
may be vat ong 4 
TO FUNERAL DIRECTOR: After this certificate has been sign 


Op! (Aly, town, OP hy (State) 


2Sb. REGISTRAR'S SIGNATURE 
Cutan dk. Hasna 


TO HOSPITAL OR 


5a. REC'D BY REGASTRAR 
LNs. aTeAPR 2 0 61 


oe 
Pe 
a 
SE 
oY 


=p 
2 
2 
3 


ke eae AME OF CEMETERY OR Mem lhche, 2d. eo, 


24, FUNE RAL DIRE 'OR'S SIGNATURE ADDRESS 
y 4 None yf ‘its 
tlle 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS -——- BALTIMORE 1, MARYLAND 


4143 CERTIFICATE OF DEATH 04137 


bec ae ti 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before admission) 
M ‘ G arYV oO 7 / maryianp || & STATE of! b. COUNTY 


b. CITY OR TOWN {If outside carporate limits, write | c. LENGTH OF STAY IN 16 c. CITY OR TOWN Jif outside corporote limits, write RURAL ond give nearest town} 


RURAL and give n) : , 
: “El deveh M72) Wis Baltimore am ~ 


= x d. ORINSTITUTION (IF nat in haspital, give street address) d. STREET ADDRESS e. Ona PARME / 
“th 4 ‘ a 
| Gulden fg Lanv, Home 3207 Sov Ave, | stoma 
; 


3. NAME OF First Middle lost 4. DATE Month Day Yeor 
{Type or print) /f y A 


DECEASED OF 
/ y, ry DEATH “a 26 96/7 
GESEXe iw 6. COLGR OR RACE |7. MARRIED] NEVER MARRIED [J] 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR|IF UNDER 24 HRS. 
& wivoweD [] pivorceD [] WEA ed lost bnhdey) ‘Manths] Doys | Hours] Min. 
Hk 4 r 4 4 yrs. 


10a. USUAL OCCUPATION {Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


Ain nalcoriat asking! lite eveniiF ralire i ; 
ie mis ws we : — 14, vomits ansy va tita il. 
Q Dhacles PT PA, Duss 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? Address 
INTERVAL BETWEEN 
ol Al EATH 
5 


call 


lirector, 


f 


¢ Page 4 


TO FUNERAL DIRECTOR: After this certificate has been signed by the ottending physicion ond completely filled in by the funerol 


Poges 1 and 2 should be filed with 


17. INFORMANT 


16. SOCIAL SECURITY NO. 


(es, no, oF unknaven) | {iF yes, give war or dotes of service) 


1B, CAUSE OF DEATH [Enter only one couse per line for (0), {6}, 


PART #. DEATH WAS CAUSED By: 
IMMEDIATE CAUSE (0). 


331% DUE To 


Conditions, if ony, which 

x " ‘ {bo 
gove rise to immediote 
couse (0), stoting the under- ( DUE TO 
lying couse lost. () 


Then pleose remove carbon papers. 


I, cremotian, or remavol, ond in ony event, within 72 haurs ofter death. 


iz Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(a)[19. WAS AUTOPSY 
FS * =< 
= ¢ < ms yes] NOG 
Lp = | 200. ACCIDENT WAS UNDERLYING 1) ‘20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Part | or Port Il of item 18.) 
3 & [OR CONTRIBUTING [] CAUSE OF DEATH 
& |(F EITHER, NOTIFY MEDICAL EXAMINER) 
& ]20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 20F. (City of town) (County) {Stote) 
ray Hour 0. m. While Not while foctory, street, office bldg., etc, 
= p.m. 19 lat wark [J at wark 


J 


= p 


ENDING PHYSICIAN: The law requires that the deoth certificote be executed within 24 haurs off 


fhe hospitol or ottend! 


7 aa z 7 E 
2.\ certify that (|) (this hospita}) attested the deceased from LZ Buf. 12 U, 10 Ot LL S19, that (I) (we) lost 
saw the deceased a ive-on- #94, lag that déath occurred af 244K 7ttom |e causes ond on the dote stated obave. 


+ ais % 22. DATE 
‘A Wi Lh MA * mene Biigerge ae o SIGNED 
VW; RET - = de DRESSY * : LS ’ 

VP LLC LLL ALALA LL Lb: heather a 


e 


230. BURIAL, CREMATION, | 23b. DATE THEREOF * NAME OF CEMETERY Park 


Wea? 4 — I6-bf | Lovdm Lark 


‘23d. LOCATION (City, town, or county) (State) 


page 3 should be detoched for use as the burial-tronsit permit. 


5 
3 
2 
8 
& 
= 
= 
% 
: 
= 
2 
a 
@ 
= 


TO HOSPITAL OR 
moy be retained: 


i 

\ [24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 250. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
VR AIS Ss pF ' £) ; tan 8. Haas 
sm 9/49" (atd eat Fab g@l sa Mane LTA) Lib LL oMAY 1 '61 a a 


‘ 


eath. Page 4 


¢ 


TO FUNERAL DIRECTOR: After this certificote has been signed by the attending physician ond completely filled in by the funeral director, 


wh 


Then please remave carban popers. Pages | and 2 should 


in, of remaval, and in any event, within 72 haurs after death. 


ENDING PHYSICIAN: The law requires thal the death certificote be executed within 24 haurs off 


‘he hospitol ar attending physician 


a 


moy be retained 
page 3 should be detached far use as the buriol-transit permit. 


TO HOSPITAL OK 
the State Board of Health prior ta buriol, crem: 


== 


as 
> 
a 
= 


4144 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


dey 


tiems—e- 


CERTIFICATE OF DEATH 
i 


1, PLACE OF DEATH 


©. COUNTY Carroll 


a USuAt Resence (Where deceased lived. If institution: Residence before admission) 
°. Maryland b. COUNTY Balto.City \ 


MARYLAND 


b. Se wie (lf — Ese limits, write | ¢, LENGTH OF STAY IN 1b ¢. CITY OR TOWN [If outside corporote limits, write RURAL ond give nearest town) 
ond give neorest town nk ee \ 
Sykesville y wa Baltimore, Zone 1h. SV ol ty 
d. NAME OF HOSPITAL {If not in hospitol, give street oddress) d. STREET ADDRESS. e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
Springfield State Hospital 3103 Clearview Ave. ves (] NOX] 
ES cee Middle tost 4. ae Month Doy Year 
(Type or print) George Ha biatH = April 15, 9 61 
S. SEX 6. COLOR OR RACE | 7. MARRIED] NEVER MARRIED JX] | 8. DATE OF SIRTH 9. AGE {in yeor IF UNDER 1 YEAR|IF UNDER 24 HRS. 
10s | Oy) Months Do; He Mi 
Male White wioowro —_vivorceo] | November 22,1896 Ge Ea es 


Odd_jobs 


10a. USUAL OCCUPATION (Give kind of work done| 
during most of working life, even if retired) 


10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


- Maryland U.S.A. 


13. FATHER'S NAME 


14, MOTHER'S MAIDEN NAME 


lying couse lost. 


PART |. Lay WAS CAUSED BY: 


Cd vheumatie heart hLikeye 


John H, H. Charlotte Walper 
> WAS. Paco ad U.S. inloiatalpe) Gaede 16. SOCIAL SECURITY NO. i INFORMANT Address 
ee a peice 
No _| 29-30-8117 Springfield Hospital Records 
18, CAUSE OF DEATH [Enter only one couse per line for (0), {b). ond (c)-] INTERVAL BETWEEN 


ONSET AND DEATH 


IMMEDIATE CAUSE {o}! 
+O 


Conditions; if ony, which i Sue iiaewd Plevwertirs Guel ee Hf erhAite 


gove rise to immediote 
couse (o], stoting the under- 


ktarhferla re 


Past Il. OTHER SIGNIFICANT CONDITIONS 


Mental Deficiency, 


CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)|19. WAS AUTOPSY 
opa Cc, mo! alee PERFORMED? 
ves] no) 


200. ACCIDENT WAS_UNDERLYING [] 
OR CONTRISUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 


Hour 0. m. 
p.m. 


MEDICAL CERTIFICATION 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 


While 


jot work [] ot work [] 


attended the deceased fram.March 7, iy 
oa ee 19.64, and thot death occurred aff” OM, fram the causes and an the date stated abave. 


saw the deceased olive an 


oe Se SS 
20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 


Nob while, foctory, street, office bldg., ete.) | 


i 
12. 5 7 face. -, 1927, that (1) (we) last 


2c. PHYSICIAN'S 
NAME {Type} 


22d, ADDRESS 


Springfield Hospital, Sykesville, Md, 


a Se : -, iy 22>. DATE 
diy y ATTENDING MED. STAFF SIGNED 
al < y Le 4 age M.D. | PHYS. 1 _pirector (1) __ Puys. (& 
7 


Agustin delCampo, M.Dé 


230. BURIAL, CREMATION, 


Biviat” 


23b. DATE THEREOF 23. NAME OF CEMETERY OR CREMATORY 
4/17/61. Baltimore Cemeter 
24, FUNERAL DIRECTOR'S SIGNATURE 


H. Sander & Inc., Balto., Md. 


23d, LOCATION (City, town, or county) (Stote) 


Baltimore, Maryland 


25a. REC'D 8Y REGISTRAR | 25b. REGISTRAR'S SIGNATURE 


OATE np 1-861 Clathan £ PGA 


ADDRESS, 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 04439 


* 


S (fans 
> f;' epee) 2. wens: Mipesar ng (Where deceased lived. If institution: Residence befare ‘odmissian) 
a. . STA’ 
eee Carroll MARYLAND || ° Maryland b COUNTY Prince George 
£ 8 b, CITY OR TOWN (If outside corporote limits, write ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (IF outside corporote limits, write RURAL and give nearest ee 
RURAL and give nearest town) 
> 2 Henryton 367 days Clinton [2 
2 6 6) d. NAME OF peperrat (if not in hospitol, give street address) d. STREET ADDRESS e. 5 i 
« : fae se Henryton State Hospita Route 1#, Box 668 
2 
5 NAME OF First Middle last 4. DATE Month Doy Year, 
% {Type oF print) Joseph Oscar Harley | dam  Apxdl BG 961 
2 5. SEX 6 COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [] |8- DATE OF BIRTH 


Male Negro wiboweo fk] pvorceoE] | May 9, 1893 


10a. USUAL OCCUPATION (Give kind of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY 
during most of warking life, even if retired) 


Farmer 
13. FATHER'S NAME 


98 an IF UNDER 1 YEAR] IF UNDER 24 HRS. 
7 Months] Days | Haurs| Min. 
yrs. 
11. BIRTHPLACE (State ar fareign country) 


Brandywine, Maryland U. S. As 


14, MOTHER'S MAIDEN NAME 


Ella Precter 


17, INFORMANT Address 


Joseph 0. Harley - Patkent 


12. CITIZEN OF WHAT COUNTRY? 


Henry Harley 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |146. SOCIAL SECURITY NO. 


3, WAS DECEASED EVER IN U; S. ARMED FORCES? 
Ne pats 78-42-3129 


1B, CAUSE OF DEATH [Enter only ane couse per line for (a). (b). ond 2.) 


Oa DeaTi as AusED ar, Far advanced bilateral pulmonary tuberculosis 


IMM 
OR DUE TO 
Conditions, if any, wee w with bilateral cavitations 
gove rise lo immediate 


cause (0), stating the under- 
lying couse last. te) 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then pleose remove carbon popers. 


the State Board af Health prior ta burial, cremation, or removal, and in any event, within 72 haurs after death. 


DUE TO 


is certificote hos been signed by the attending physician and campletely filled in by the funeral director, 


NDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs aft 
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& 
Suet 
Bes Zz Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19, WAS AUTOPSY 
SBE 9 — - i-— PERFORMED; 
j = 
ata s ves) Noy 
52 = 20a. ACCIDENT WAS UNDERLYING [) | 20, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of item 1B.) 
Ss & | OR CONTRIBUTING L) CAUSE OF DEATH 
esd © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
ogs S [2c TIME OF INJURY Manth, Doy, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City ar tawn) (County) {Stote) 
sve 3 Hour a.m. While Not while factary, streel, affice bidg., 0) | i r 
aed g ‘at work ["] ot work 
275 - : 
ss 3 , that (t) (we) last 
as 
3 ae 3 saw the dece “the causes ond an the date stated above. 
@ = Do. SIGNATURE 22b. DATE 
=3 ATTENDING MED STAFF eee 
We: Leak - Fi) news eat] M.D. | PHYS. DIRECTOR KI] PHYS. OJ 4-1 6264 
0 23> 7c. PHYSICIAN'S D 22d. ADDRESS 
a2o8 pak (ie) M ans, M 
£522 Edgars M. Macul > M.D. Henryton 
as ae 230. BURIAL, va pe 23b, DATE THEREOF Ze. ae CEMETERY Of CREMATORY Taye TON (City; =a ey Ye (State) 
~S8 
zo 4 
zeae el} aft, pba 0,2 Yl F 
ae Q ADB 4 ” pe. REC'D ‘BrREGISTRAR | 25b, REGISTRAR'S SIGNATURE, 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 0) 4 1 4 0 


146 CERTIFICATE OF DEATH 


1, PLACE OF DEATH 2. USUAL RESIDENCE Neca deceased lived. If institution: Residence before admission) 


e COUNTY Carroll MARYLAND s. state Maryland ». counnBaltimore City 30 7a 


b. CITY OR TOWN (If outside corporote limits, write [c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
"we pee giv a town} 13 days Baltimore 2? 


d. NAME A vo < no} in haspital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
UTION 


: Ri 
‘Springfield State Hospktel 831 McKim St. veL) Not 
. NAME OF First Middle Lost 4 pag ace: 9 Year, 


DECEASED \F 
{lyperer print) William Phillip Haxel DEATH 190 
S. SEX 6. COLOR OR RACE ]7. MARRIED [BE NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE Ulgeer [IE UNDER TYEARTIF Ree 24 HRS. 
ie 
male white eever il pivoRcED F] 2=19=187 6 ‘Be a Months] Doys | Hours | Min, 


10a, USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


om Sxlesy ax Suif TF Co. fied Zinerde Lo. \WSshs 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Phillip Haxel Appolnia Swing 


1S. WAS DECEASED EVER IN U. S. ARMED ea SOCIAL SECURITY NO. | 17, INFORMANT Address 


ith 


ath, Page 4 


¢ 


Pages 1 and 2 should be fi 


the State Board of Health priar ta burial, crematian, ar remaval, and in any event, within 72 hours after death. 


nk ho, OF unknown) | {If yes, give wor or dotes of service) Hospital records 
18. CAUSE OF DEATH [Enter only one couse per line far (a), (b), ond (c)-] INTERVAL BETWEEN 


ISET AND DEATH 
PART |. DEATH ims sy Arteriosclerotic Heart Disease. Fears 


Conditions, if any, which 
gove rise to immediate | 


Then please remave carban papers. 


cause (0), stoting the under- 
lying couse lost. 


GBS. We Cit SBF! OUEST “apeerapecterel ty T RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0) | 19. SEeE Ree 
erebral infarction due to ar osclerosis yes) NOD 


20a. ACCIDENT WAS UNDERLYING E] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il af item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ioe 120. (City or tawn) (County) (Stote) 
Hour 0. m. While Neiaatic foctory, street, office bidg., me) 
p.m, at work [] ot work 


MEDICAL CERTIFICATION, 


sow the deceosed alive on! 


Ro Sear , ED 
alias el Chas Mo. hie ——_ O AW wa 
N'S 


Dr: ESS 


Agustin del C4fpo M.D. ngfield State Hospital.Sykesville,Md. 


230. BURIAL, CREMATION, | 23b. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State) 


OVAL (Specify) phil U106/| he g dow Pa C5ouw. |\G4 K7z 


24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 250. REC'D BY REGISTRAR Sb. REGISTRAR'S SIGNATURE 


TRUMAN S 2 hnAb pare gp 41 '61 | Char f inna 
GSSR FRE Aer‘ K Ave. 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 0414] 


2, USUAL RESIDENCE (Where decegjed lived. If institution: Rgsidence befare admission) 
maryianp || & STAU COUNTY Co9Ll. 


&. CITY oR TOWN (lf autsde corporate limit, write]. LENGTH OF STAY IN Tb : ide corporate limits, write RURAL and give nearest town) 
ns town} 4 


5 
ome 


. STREET <9 S! Ea e. 1S RESIDENCE 
ON A FARM? 


yes []) No 


x 


lled in by the Funerol director, 
Pages 1 and 2 should be filed with 


t, within 72 haurs after death. 


hin 2aleurs Gh Pagha 


es de Titan OWEN HOLLEN THC ae 


10a, U; UAL OC 0 “ATION (Give kind of wark dane “4 . Gime fareign cot 12. CITIZEN OF WHAT COUNTRY? 


EY ost i ing life, even if who, 4 i Si VZAG4 4 


a FA) re NAME 


18. CAUSE OF DEATH [Enter only ane cause Go for {a}, (b) r INTERVAL BETWEEN: 
. 


ONSET AND DBATH 
PART |. DEATH WAS CAUSED 8Y: pu 


IMMEDIATE CAUSE (o} 
Vy UE TO 
"a. : Ag 
Conditions. if ny) which Fs 10 f. 
gove rise lo immediate 
cause (a), stating the under- ( OVE TO 


lying couse lost. o “ (Ae 


Paar Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVE IN PART I{a)/19. eer 


ys] nol] 


d by the attending physician and completely 
Then please remave carban papers. 


page 3 should be detached far use as the burial-transit permit. 


ician. 


The law requires thot the death certificate be executed wi 


ling physi 


200. ACCIDENT WAS UNDERLYING [] 
OR CONTRIBUTING FE) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


————_— 
RD RPARE OF HOR pe Nort raay mm "ea ata ITO OE CURRED ni] Ze" PeA GEO INSURE erm teeth ig AOEICHy ter) (County) (State) 
Hour a. m. While Net while , street, office bldg., etc.) ! 
jot wark [] at wark 


MEDICAL CERTIFICATION 


21.1 certify that (I) fits haspital} attend d the ove fr: x ; ; f, that (I) (we) lost 


d and/hé6t death occurred AY . framMhe causes and an the date stated abave. 


2b. DATE 
SIGNED 


NDING PHYSICIAN 


BP .¢ hospital ar attend 


* TO FUNERAL DIRECTOR: After this certificate has been signe 
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Sz 
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ATTENDING. MEO. ‘STAFF 
PHYS. x Director LC) PHYs. O 


Tc. PHYSICIA'S , ; Died’ 


1 BURIAL, CREB ON: 23b. DATE THEREOF TION (City, town, or county) (State) 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


04142 


Gate 
= 3 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) 
e& 3 M a. COUNTY Riletcastn a. STATE b. COUNTY 
me a Q 

= Oko, b. CITY OR TOWN (if outside corporate limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside carporate limits, write RURAL and give nearest tawn) 
8 a RURAL and give nearest town) S t _ 

za = = 

25 ykesvi yrs.9mos.9d Ba more SS) cz 
a a |. NAD E OF HOSPITAL 7 nat in haspital, give street address) d. STREET ADDRESS: 2. 1S RESID 
re I) si. OR INSTITUTION Ee ae 
a enh eotiaid - i 550] Frankford Ave. yes (]_ No & 
a6) mrinefield State Hi 
26 3. NAME 6 First Middl lo: 4. DATE Manth y 
ite: DECEASED irs! iddle 1st 5 jantk Day ‘eor 
=3 3 (greta) Huber Gly April 41961 
~os 5, SEX 6 COLOR OR RACE |7. maRRIED ] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR](F UNDER 24 HRS. 
ae lost bithtoy) Months] Days | Hours Mine 
2 WIDOWED. DivoRcED F) cic 83 yt, 


10a, USUAL OCCUPATION (Give kind af wark dane} 


10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar fareign country) 
during mast of working life, even if retired) 


12. CITIZEN OF WHAT COUNTRY? 


1S See 


14. MOTHER'S MAIDEN Rar 


17. INFORMANT 


Springfidd Records 


13. FATHER'S NAME 


Ka Hube 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. Address 


(Yen, no, oF unknown) {IF yes, give wor or dales of service) 
No | 216-05-3105 


18. CAUSE OF DEATH [Enter anly one cause per line for (a), (b), ond {c)-] 
PART |. DEATH WAS CAUSED BY: 


INTERVAL BETWEEN 
ONSET AND DEATH 


1 age = 


Then please remave carboff papers 
, and in any event, within 74 hdyantp tt 


ned by the attending physician and, 


ENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs aft 


NAME OF CEMETERY OR CREJ 


may be retained 


73d, LOCATION (City, town, or Te 


(State) 


23a. BURIAL, CREMATION, | 231 ATE Vol | 


TO HOSPITAL OR. 


IMMEDIATE CAUSE (o! 
bf. > / DUE TO 
sf Conditions, if ony” whi iby 
& gove rise 10 immediate 
5 cause (a}, stoting the under- ( DUE TO 
go: 5 lying cause lost. (e) 
386. Zz Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING JO DEATH BUT hen TED TO THETERMIYAL DISEASE CONDITION GIVEN IN PART 1(a}|19. WAS AUTOPSY 
3 < fe) J ayn 
2 & senile bra SEase y _ psy yen ic reac PERFORMED? 
a8 8% 5 i or nutrition, with) "C1 Nj 
oat (e © [ 200. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port ! or Part II of item 1B.) 
Ges ) | & | OR CONTRIBUTING L CAUSE OF DEATH 
Eee & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
be ae a 
ORGS S |20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 
B28 E-) a Hour o. m While Nat while factory, street, affice bldg., etc.) | 
szee : p.m. 19 Jot work [7] ot wark b 
2558 
a Ba 21.1 certify that (I) {this haspital) attended the deceased from... 692 5=____. 19.57, 10 F 19... 6Lthat {I) (we) last 
2 
2g 35 saw the eecensed alive on AaA= and that death occurred at23.30), ddim the causes ond an the date stated abave. 
SOs 2a, ee 22b, DATE 
@: Br LL tL) “ ATTENDING MED. STAFF SIGNED 
22% +2. ae M.D, | PHYS. Oirector PHYS. Ge April 4, 1961 
aze Ne. Pi sae s ‘22d, ADDRESS 
sens E (Type) 1D, 
ai¢ Agustin del nee « K 
zo2 
5 6° 
zoe 
Coes 
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4 } g , ? oe 
Mim oy fatlbecs Lb Let, P3B5S J Lei yes care APR G  '61 than £ Knut 


1 MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


4149 CERTIFICATE OF DEATH 04143 | 


1, PLACE OF DEATH z. a ae (Where deceased lived. If institution: Residence befare admission) 


0 COUN A OR gl. maryianp || °° Depcreroaps PONY @ BCROLK. 


b. CITY OR TOWN (If outside corporote limits, write ik LENGTH OF STAY IN Ib TL c. CITY OR TOWN (If autside corforate limits, write RURAL and give nearest town) 


ath. Page 4 


RURAL an Sore, oe ee 


. > LM. LL) ALEEPT ew. MEE a 
d. te oe é not in haspital, give street address) d. STREET ADDRESS: aes e Pies 
CO 9004/ Eb) CON ALENT +t dpe lS CARROLL $7 ves [] No {qu 
| (13: NAME oF First Middle lost 4. DATE Month Doy Year 


Y) DECEASED 


timer BESS Ae Myeakiy LUV Di@ HULL sam PRL ¢ _wbf 


5. SEX 6 COLOR OR RACE | 7.” MARRIED MARRIED [_] |B- DATE OF BIRTH 9. AGE {In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


Pages | and 2 should be filed with 


; lost ohne) Months] Days | Hours Min. 


wiDOweD #4 DIVORCED] en AL Sh yrs. 
10d. YSUAL OCCUPATION (Give kind af wark dane) 10b. KIND OF BUSINESS OR pe, hee . BIRTHPLACE aah te ar forfign caut 12. CITIZEN OF WHAT COUNTRY? 


Biting mast af warking life, everyif retired) 
seo 
duath Oy. 2224 | UY -ScQ 


EL BK ~ fT fps 
13. FATHER'S NAME A 14. MOTHER'S. Lit tes NAME 


x 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? 
(Yes, 10, oF unknown} it yes, give war or dates of service) 
| — 


16. SOCIAL SECURITY NO. 


V7. 


1B. CAUSE OF DEATH [Enter only ofie,causefper li . Ute een 
PART |. (pete WAS CAUSEDY A: EATH 


u OR AE WS E ‘ i dea 


Then pleose remave carbon popers. 


Conditions, Wony, which 
gove rise to immediote 


d by the attending physicion and campletely filled in by the funerat directar, 


-tronsit permit. 


the State Board of Health priar ta burial, cremation, 
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cause (o}, stoting the under- (  OUE TO. 
lying couse lost. o 


Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BeL NOT RELATED TO THE hasekeryt CONDITION bl IN PART 1{a) 


, or remavol, and in any event, within 72 hours after death. 


19, WAS AUTOPSY 


PERFORMED? 
ves] No BI 


20a. ACCIDENT WAS _UNDERLYING 0] 20b. DESCRIBE HOW | 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


MEDICAL CERTIFICATION, 


e haspital or attending physicion. 


20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (Caunty) (State) 
Haur 0. m. While Wet hits factary, street, office bldg., etc.) | 
p.m. i jat wark [7] at wark [7] 1 
21.1 certify thot (I) (this hospitgl) attended the deceased from.. XA ah 198 ¢ to wif __. 19fpf, that (I) (we) lost 
i 
_ond that eee _M! from the®causes ond an the dote stated above. 


ENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs aft 


23b. DATE 


fe) 


TO FUNERAL DIRECTOR: After this certificate has been signe: 


page 3 should be detached for use os the burial: 


ATTENDING ED. STAFF SIGNE! 
=o DD. | PHYS. DIRECTOR PHYS. 
oe 2c. PHYSICIAN'S 22d. ADDRIS 
25 AME (TyBe) a . 
< 
z8 mer E VVilkpas\ 5. ‘ 
= 72 
3S 3 23c. BURIAL, Meee 23b. DATE, THEREOF NAME OF CEMETERY OR CREMATORY 4 ity, town, or county) 
> OVAL (Specify) 
zo 
of eee stage by Cn eng tre] ¢2¢2. pea Vi de 
- 24, 7 JERAL DIRECTOR'S Sit DDR & 25b. ISTRAR'S SIGNATURE 
ves fe pole. Pont. are deh 
15M 9/59 pe | Lae oa 


DING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs oft 


je hospitol ar attending physician. 


RN 
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TO HOSPITAL OR 


v 
V 


oe Paget 


moy be retained 
TO FUNERAL DIRECTOR: After this certificate hos been signed by the ottending physician and completely filled in by the funerol directar, 


Pages | ond 2 shauld be filed with 


Then pleose remave carbon papers. 


page 3 should be detached far use os the burial-transit permit. 


AIS (4) 


ISM 9/59 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


“ah CERTIFICATE OF DEATH 4144 


kk Le ed DEATH ae oe (Where deceased lived. If institution: Residence before odmissian} 
a. a. b. COUNTY 
Carroll Oe. Maryland Frederick 
b. CITY OR TOWN [If autside corporate limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If autside carporate limits, write RURAL and give nearest tawn) 
RURAL and give nearest tawn) 
1 mo. - 20 dag. Middletowm 
d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS. . IS RESIDENCE 
6 | OR INSTITUTION } 0x ONape FARM? 
a) Springfield State Hospital = a Masleudio 7] 
3. NAME OF First Middle Lost 4. DATE Month Day Year 
DECEASED | 
(Type or print} Amos Remsberg Keller DEATH 7 29 1967 
S. SEX 6. COLOR OR RACE |7. MARRIEDJK] NEVER MARRIED [] | 8. OATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
lost birthday) [Months] Days | Haurs| Min. 
Male White —|wioowet) —_ divorce] | December 3, 188 | 76 
10a. USUAL OCCUPATION (Give kind af wark dane| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast af warking life, even if retired) 
Farmer Farming Maryland U.S.A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Charles Keller - Annie Remsberg 
1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
(Yes, 20, or unknown) {If yes, give war or dates of service) 
No | - - Springfield Hospital Records 


INTERVAL BETWEEN 


18, CAUSE OF DEATH [Enter anly ane couse per line far (a), (b), ond (c)-] INTERVAL BETWEEN 
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ie 
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iF 

PART |, DEATH WAS CAUSED BY: : * 

= IMMEDIATE CAUSE iao___Mycardial infarction, 2 weeks 

iS et % a G DUETO 
3 Conditions, if any. which) gy = Coromarv occlusion, 2 weeks 

& gove rise ta immediate 

E cause (a), stating the under. ( OVE TO : | 

= lying cause last. «__Arteriosclerotic heart disease, years 

2 rs Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 39 DEATH BUT Ni TED T. IN AL D DITION GIVEN IN PART I{a}]19. WAS AUTOPSY 
s [2] c.BiS) sssoenwien Bent eS WIEN DB SAHGENS SEERA? (01) BERFORMED? 

> C yas Yes] Noy 
5 = [20c. ACCIDENT WAS UNDERLYING [)_ |20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port | ar Part I! af item 18.) 

3 & | OR CONTRIBUTING CJ CAUSE OF DEATH 
= © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Se & [20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY {Hame, farm, | 20f. (City or tawn} (Caunty) (State) 
fe a Hour a.m. While Nat while factary, street, affice bldg., etc.) | 

£ = p.m. 19 lat wark [J at work) H 

8 : 
. 21.1 certify that (1) (this haspital) attended the deceased from March 9, ae, 98 yi0,7-APril 29, 1961. that (I) (we) last 
= saw the deceased alive on April295_ 11. » and that death accurred oh, ean the causes and an the date stated abave. 
& 220, SIGNATURE Fab. DATE 

ATTENDING MED. STAFF D 

% 4 Sf rs M.D. | PHYS. O orecrorO Piss) A 29-61 
3 ‘Tic. PH, IAN'S ~ 22d, ADDRESS 

3 NOY (vee) Agustin delCampo, YM.D. Springfield Hospital, Sykesville ,Md. 

re a i a a ee a a 
2 a. aay CREMATION, [ 236. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, or county) (Stote} 

ify " 
2 bur [Reformed Cemetery Middletown, Md. 
24. FUNERAL DIRECTOR'S SIGNATURE s ADDRESS %o. REC'D BY REGISTRAR | 2s. REGISTRAR'S SIGNATURE 
Gladhill Company, Middletown, Md. pars MAY 3 "61 Catlin et eek 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


£15 _,. CERTIFICATE OF DEATH H4145 


== 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-] INTERVAL BETWEEN 


ONSET AND DEATH 


we : ems Pie gece — 674 
& SF 1. PLACE OF DEATH - USUAL RESIDENCE (Where ES iFnstituitan Nesidarte Betore oof asl k 
es 3. °. b. COUNTY ; 
© sane: Carroll sia eink Maryland Balto. City 
£ Bes 6. CITY OR TOWN [IF outside corporote limits, write |. LENGTH OF STAY IN Ib <. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
o RURAL ond give neorest Hat < 7 
Sz ykesville lyr .1mo., 2day: Baltimore 13 \ j Z 
= ‘d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
cn 4. OR er fn e ON A FARM? 
Bde SM pringfield State Hospital 3711 Belair Road yes) No Gt 
5 NAME OF First Middle Lost 4. DATE Month Bey Yeor 
F yee) Clarence Warnock Kennedy DEATH April 25... 19960 
& S. SEX 6 COLOR OR RACE |7. MARRIED] NEVER MARRIED [] | 8. DATE OF BIRTH LOGI |% AGE Un years HEUNDER TYEAR]IF UNDER 24 HRS, 
‘ost _birthdoy) Month: De He Min. 
4 Male White — |wivoweo pivorceo [] October 23, AS9669 Zoom) | ey 
& 100. USUAL OCCUPATION (Give kind of work done| 10b, KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g during most of working life, even if retired) 
5 Carpenter - U.S.A. 
3 |. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
° 
° J. Henry Kennedy Mary Gill 
3 1S. WAS DECEASED EVER IN U. 5. ARMED FORCES? |16, SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
§ (es, 90, or unknown) (IF yes, give wor or dates of service) 
: No | - - Springfield Hospital Records 
& 
a 
© 
5 
2 
= 


NDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs afte 
: After this certificate has been signed by the ottending physician and campletely filled in by the 


= 
3 
uv 
§ 
as) 
2 
iN 
i 
= 
3 
= 
ro 
§ 
g 
3 
> 
z 
o 
= Ly" 1 DEATH INPOIATE CAUSE ol Acute coronary insufficiency Minutes 
5 X DUE TO 
5 ° ‘ 
es vitor. TASER One Arteriosclerotic heart disease Years 
ES gove rise to immediote (e) 
te couse (0), stoting the under. | DUE TO 
e¥s 7 lying cause lost. © 
pe ea 
cel oe Pag Il. OTHER SIGNIFIGANT.CONQITJONS CONTRIGUTING TO DEATH BUT, NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0}|19. WAS AUTOPSY 
BBE Ss 2 C.B.S. “associa ed with riosclerosis, wit psycho AS vO NOR 
£855 ge |S reaction. Ne 
OR s = 200. ACCIDENT WAS UNDERLYING [)_|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port fl of item 18.) 
Sogo & | OR CONTRIBUTING L] CAUSE OF DEATH 
see 3 U | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
i z 
os es & [20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote) 
aes Fat Hour 0. m. While Not while foctory, street, office bldg., etc.) ! 
3 ae = p.m. 19 lat work [] ot work [J ' 
= 505 
3 SE 21. | certify that (I) (this hospital) attended the deceased from. March 23,_, 192, solpril 25, | 19.61, that (I) (we) last 
Hi 
Zz a g oe saw the deceased alive an__. 
os Zo. SIGNATURE 2 22b. DATE 
@: cee ATTENDING MED. STAFF inlaw 
rae SoS ; al , Mtb PHYS, DIRECTOR PHYS. L/ 25/ 6f 
O2s5ne Pic PHYSIGAN'S —_—_—— 22d. ADDRESS 
325628 NAME (ype) * 2 . * 
fees z Agustin delCampo, M.D. Springfield Hospital Sykesville ,Md._______ 
a 3 s fr, 2 230. BURIAL, CREMATION, | 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stote) 
225 82 REMOVAL. (Specify) : 
Sree Burial April 28,61 Loudon Park Cemet i E 
- 24, FUNERAL DIRECTOR SS)GI RE ADDRESS, 5a. REC'D BY REGISTRAR Sb. REGISTRAR'S SIGNATURE 
1 
‘Susie } 13 Joe VA pate APR 27°61 whan feat iend 


Se. 


5 
8 
£ 


The law requires thot the death certificate be executed within 24 haurs off 
ician. 


‘an and campletely filled in by the 


Then please remave carban papers. 


the State Board af Health priar to burial, cremation, ar remaval, and in any event, within 72 ho: 


Be 
= 
a 
D 
ai 
5 
€ 
4 
5 
© 
+= 
> 
a 
5) 
@ 
2 
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ra 
e 
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MARYLAND STATE DEPARTMENT OF HEALTH 


A 1 rn DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
i040 _ CERTIFICATE OF DEATH ()4 1 4 6 
1, PLACE OF DEATH admis ee 7 USUAL RE: penct Te. deceased lived. If institution: Residence before admission) 
9. COUNTY Rak viaND 0. STATE b. COUNTY. 


arro 
b. CITY OR TOWN (IF outside corporote limits, write 
RURAL ond give nearest town) 


Le % c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 


2a 
= 
8 
8 
Bers ke : /dayd| Baltimore 3 V } - 
2 d- NAME OF HOSPITAL (If nat in hospital, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
* OR INSTITUTION ON A FARM? 
aS e ate - yes) No 
3 O)5 pringfield State Hospite 703 S, Potomac St. 
5 oH NAME OF First Middle Last 4. DATE Month Day Year 
3 (Type or print) Joseph Ku ij awa DEATH g 1961 
e.) S. SEX 6. COLOR OR RACE |7. MARRIED [_] NEVER MARRIED fi] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
5 Jost birthday) [Months] Days | Hours] Mi 
< White widowed [] DIVORCED [] i 4 65 yrs. 


1). BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 


10a. USUAL OCCUPATION {Give kind af work done|10b. KIND OF BUSINESS OR INDUSTRY 
during most of working life, even if retired) 


Watchman - Maryland ESA 
13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
ank Kujawa Josephine Bednarska 
1S. WAS DECEASED EVER U. S. ARMED FORCES? |14. SOCIAL SECURITY NO. | 17, INFORMANT Address 
(Yes. no, or unknown) | (IF yes. give war or dates of service) 119- 12- 
Noa - = Springfield Records 


1B. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond {o)-] SHEE ans Den 


PART |, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0). CA of Jung. 
/ 6 pk DUE TO 
Conditions, # onff which (b) 


gove rise ta immediote | 


‘couse (0), stoting the under- DUE TO 
aiigwamrellot ey 


& 
285 ra Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(0){19. WAS AUTOPSY 
x a - 
£35 els yes] NO 
SA = [ 20a. ACCIDENT WAS UNDERLYING C]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | or Port Il of item 1B.) 
2§32 & | OR CONTRIBUTING L) CAUSE OF DEATH 
<ece © |(F EITHER, NOTIFY MEDICAL EXAMINER) 
ste & [20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
Hole ray Hour a.m, While Not while factory, street, office bidg., etc.) | 
z 5 : Fd p.m. 19 lot work [] at work ! 
0358 a : i 
FA = z= 21. | certify that (I) (this haspital) attended the deceased fram. 2/22/61___. Ize. to..4/8/6) _ 19____, that {I) (we) last 
oc 2 * 
22g 3 saw the deceased alive an_&é. -...19___.., and that death accurred at 3P»M, fram the causes and an the date stated abave. 
oo s / Yo. SIGNATURE " I 7 7b. DATE 
7° Lf ATTENDING MED. STAFF IGNED 
wes id Ditibs¢a chil Casze Mo. | PHYS. DIRECTOR [) PHYS. Gt 4/8 sh 
O2sz ‘Tc. PH sf IAN'S, — Td. ADDRESS 
2 Bae NARA (Type) 
& ese Agustin del Camvo, M.D. 
Fa a3 4 73a, BURIAL, CREMATION, | 23b, DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State) 
zone Bem Se 14-12-1961 St. Stanislaus Dundalk Ave. Md. 
a ee < 24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a. REC'D BY gaa 2Sb. REGISTRAR’S SIGNATURE 
‘“4iyg Qj} POHN J. DuDA 2829 Hudson St. 24, Md. bare : pesthcde's ed 


MARYLAND STATE DEPARTMENT OF HEALTH . 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


as CERTIFICATE OF DEATH 04 147 


1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
a. COUNTY b. COUNTY 


Carroll Gea Maryland Balto, City 


b. CITY OR TOWN [If outside corporote limits, write | ¢, LENGTH OF STAY IN tb c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give necres! town} \ 


Sykesville lyr..3mos. 20day¥s Baltimore 1 ~VYol- 3 
Nt 


d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS e. 1S RESIDE 
OR INSTITUTION ON A FARM? 


Springfield State Hospital 7W. Preston St. yes 1) No Gt 
e ae First Middle Lost 4. gal Manth Doy Year 
(Type or print) Edith Annie Foster Lopez ba April 19) = Sigel 


$. SEX 6. COLOR OR RACE | 7. MARRIED] NEVER MARRIED LJ | 8 DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost birthdoy) [Months] Doys | Haurs] Min 


Female | White wioowen I] _olvorceo | May 6, 1890 70 ys. 
10a. USUAL OCCUPATION (Give kind of work dane! 10b. KIND OF BUSINESS OR INDUSTRY VW. RETIREE {State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 


ll 


e Page 4 


has been signed by the attending physician ond completely filled in by the funeral directar, 


Pages J and 2 should be filed with 


“nee gree life, even if retired) S. Maryland U.S.A. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Joseph Foster Annie Warner 
15, WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 


(Yon, n0, oF unknown) | UF yes, give wor or dates of service) 


No - - Springfield Hospital Records 


1B. CAUSE OF DEATH [Enter only one couse per line for (o), (b), and (<)-] INTERVAL BETWEEN, 


PART I. OATH MESIATE: CAUSE fo) Re rren + c ardi evascul ar accel dent. Days 
4 é} > Pan DUE TO 
Conditions, if ony “which w__Hypertensive arteriosclerotic cardiovascular Years. 
ove (0) sotng he und {DUE TO disease 
lying couse last. (, 
Past il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}| 19. ae Sey 


Diabetes Mellitus, Involutional psychotic reaction. EE 6 


20a. ACCIDENT WAS UNDERLYING 0 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Port II of item 1B.) 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


TELS ET INGE born 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) {County} (Stote} 
Hour a. m. While Keieiite: foctory, street, office bldg., etc.) | 
p.m. at work [} ot work 


Then please remave carbon popers. 


.@) 


| ar attending physician. 


NDING PHYSICIAN: The low requires thot the death certificate be executed within 24 hours oft 
MEDICAL CERTIFICATION 


ie haspi 


saw the deceased alive an. fori 19, 19. 61, and that death accurred ail 


2a. als: TURE 2b. DATE 
"5 1 hel Cire 6a |fpne mie Ne Wee 
| 
pe) * 


=. 


. PHYSICI, 22d. ADDRESS 
NAME 


Agustin ascarid Ds 


a ee 23b, DATE THEREOF NAME OF CEMETERY OR CREMATORY 23d, LOCATION (Ci 1, oF county} (Stat 
a2 et RO oe yp 97 
4, we Ame Dry fogre of 
INERAL DIRECTOR'S SIGNATURE DDRESS 7 250. REC'D BY REGISTRAR | 2Sb. REGISTRAR'S SIGNATURE 


FQ. are ili 2.4 ‘61 
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page 3 shauld be detached far use as the burial-transit permit. 


G 
may be TAL oF as 
TO FUNERAL DIRECTOR: After this certificate 


ZS TO HOSPITAL OR 
> 
3 
= 


= 
2 
> 


setae aor) 


1 


FOR STA 
REALTH DEPT. 


@...., 


iting the word “pending” in Bencil in Item 18. Give Pages 1, 2, and 3 to the funeral director. Page 
}. Page 5 may be retained for your La 


PM3. 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit fermit. File pages 1 and 2 with the State Board of Hea 


ith form 


wil 


| Examiner’s Office along 


ficate, writ 


certil 


: 
3 
5 
5 
; 
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2 
a 
2 
3 
3 
t 
it 
= 
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2 
i 
oO 
3 
m4 
2 
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ict 


please execute the 


« % TO DEPUTY 


within 72 hours after death. 


in any @ 


ion, or removal, and 
7 


|, cremati 


or its designated agent, prior Jo.purial 


| nat 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
AES 


“LI5G MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 


@. COl 3 
e. STATE COUNTY, 
ee ___ MARYLAND 24, Ly, ‘of 7. “oe Lé 
B. CITY OR TOWN {if eutside comporeie Tis, c. LENGTH OF STAY IN Ib & CITYOR TOWN lf ofttide'comorefetimits, write ye end give neereit town) 
wn)” 


write RURAL‘end g . yd pfs (ile (72 AGL BRL 


d. STREET ADDRESS. 1S RESIDENCE 
ON A FARM? 


lS acadf bteattle. “Middl ——— oa ae A Leg ted t Leas > bar st ee EL 


” oF 
(Type or print) ts 
GE OR GE Aa) FA < 
3. SEX GMCOLOR OR RACE|7, MARRIED f-] NEVER MARRIED? |] | 8. DATE OF BIRTH ‘ars |IF UNDER 1 YEAR| IF UNDER 24 HRS. 


Veale. VLA wipowep ["] DIVORCED ‘tlt ele - erie re les | yo 


10a. USUAL OCCUPATION (Give kind of work 10b, KINO OF BUSINESS OR INDI ¥ ae "A {Stete or foreign country] 12. CITIZEN OF WHAT COUNTRY? 


ven if retired) reer Ce 


1S. WAS DECEASED EVER IN U. = ARMED FORCES? . SOCIAL SECURITY wp 


ag ase! unkown) Whe > lige st Vk. 2. Pa ¢ - Ae. 


e718. CAUSE OF DEATH | [Enter only one cause G line tor (e), (b), ‘end (c).] é / ~) INTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (e} a 4 
Tih ike \ DuE TO 
Conditions, if eny,S which 


to immediete cause 
ting the underlying 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO OEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ro) 1, a AUTOPSY 


RFORMED? 
208. EXTEI L CAUSE WAS. 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of Injury in Pert Lor Pert Il of item 18.) 


Yes a no "RY 
PRIMARY T3er CONTRIBUTING [] 


CAUSE QPDEATH. Lond OS 
Oe. TIME OF INJURY Month, Dey, Yer] 20d. INJURY OCCURRED = ACE OF INJURY (Hams farm, 20%. ly or town) (County) _ “T[stete) 
Hous ow f i ry, street, office bldg., ete.) | v a GZ y) 


IZ AS om. 
ins described above, held an Autopsy im Inspection i |’ and in my opinion 
death resulted from Natural causes Ey oer Suicide ek Homicide ia Undetermined manner iq 


Wise 4) CHIEF MEDICAL EXAMINER [~] 
ACTUAL «3 ASSISTANT MEDICAL jie i: To, / 
4 fa lA n 


MEDICAL CERTIFICATION 


SIGNATURE. A MD. 
DEPUTY MEDICAL EXAMINER 


meng / L Wa ae pie Maes S if Address (Street, city, town, or county) 5) rae 


22. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (Clty, town, or country) ‘Stete) 


eo Page 4 
= 


Then please remove carban papers. Pages 1 and 2 shauld be filed with 


NDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs aft 
the State Baard of Health priar ta burial, crematian, ar remaval, and in any even 


e haspital ar attending physician. 


& 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely filled in by the funeral directar, 


page 3 should be detached far use as the burial-transit permit. 


TO HOSPITAL OR 
may be retained! 


aw 
re 


MARYLAND STATE DEPARTMENT OF HEALTH 


t DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
4155 


CERTIFICATE OF DEATH 04149 


Gi a. ee errema % ace RESIDENCE (Where deceased lived. If institution: Residence before admission) 
5 Carroll marviand || ° STATE Maryland > COUNTY Queen Anne's 
b. CITY OR TOWN (If outside corporote limits, write ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporate limits, write RURAL ond give nearest town) 
RURAL ond give neorest town) _ 
Sykesville 32yrs.7mos.13 days Church Hill 
d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
& INSTITUTION i wa =) ON A FARM? 
pringfield State Hospital - yes 1] No Gt 
3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
;, DECEASED OF 
é- eae tay Clara McDaniel DEATH April 20, 19 61 
3 S. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIEDX] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
$ 188 lost birthdoy) [Months] Days | Hours] Min. 
= Female White — |wiroweo—] _Divorceo ( 7 Th. 
Pl 100, USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY }11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
5 during most of working life, even if retired} 
f None - Delaware U.SeAe 
Rg 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
= 
2 Unknown Jane Ward 
said 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Wes, no, oF unkown) (IF yes, give war or doles of servica) 
No | - 2 Springfield Hospital Records 
1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (¢).] UNTERVAL BETWEEN, 
PART 1, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o)___ Uremia Days 
f+ a @ & (7 ovtto 
Conditions, if ony, which iy Renal failure Weeks 
gove rise to immediote feo 4 
cause (0}, stoting the under- 4 4 
lying couse lot, Ee Arteriosclerotic heart disease Years 


Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) {19. ee 
Epilepsy with mental deficiency, yes] No 
200. ACCIDENT WAS UNDERLYING C] 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20¢. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 


Hour o. m. While Not while 
p.m. 19 {ot work [7] ot work 


© 


MEDICAL CERTIFICATION, 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 


202. PLACE OF INJURY (Home, form, | 20F. (Cily or town) (County) {Stote) 
foctory, street, office bldg., etc.) q 
1 


Mar _. 19.66, tApPAL 20, 19.6], thot (1) (we) lost 


220. SIGNATURE 22b. DATE 


A Near ny Lif Orin ho wo ARON Miron HAE po 4 /26for 


‘22d, ADDRESS 


pringfield Hospital, Sykesville, Mde 


) Agustin delCampo, M.D 


REMATION, | 23b. DATE THEREOF 23. 


Specify) “|... 237 Ze yf. an 
24, FUNERAL DIRECTOR'S SIGNATURE ee 2S. REC'D BY REGISTRAR 
7 = 


Ze & me jig es 
oa 7 of, DATI 64 


wn, or county) (Stote) 
é 


25b. REGISTRAR'S SIGNATURE 


(ae ee: 


a MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


4156 CERTIFICATE OF DEATH 04150 


i 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


James McKenzie Rebecca Bolden 


Then please remave corban papers. 


= od 
& 37 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission} 
é@ 8 2 3. COU! Rika cre o. STATE b. COUNTY Bs 
"6 Carroll Maryland Frederick 
= x 2 b. CITY OR TOWN (If avtside carporate limits, write c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If autside corporate limits, write RURAL and give nearest town) 
ie al RURAL ond give nearest town) 
52 Sykesville 2yrs.9months, | 7days Jefferson, RVD #1 
eS & ~ d. NAME OF HOSPITAL (IF not in hospitol, give street address) d. STREET ADDRESS e. IS RESIDENCE 
oe \ OR INSTITUTION | ys ON A FARM? 
am ES - e “ 
g 25 ngfield State Hospital | ves No Ex 
z 
ee eee 3. NAME OF First Middle Lost 4. DATE Month Day Year 
= B-. 
a 222 {Type or print) Robert Patrick McKenzie DEATH April 6; 19 61 
c 
3 mee 5. SEX 6. COLOR OR RACE | 7. MARRIED FX] NEVER MARRIED. o B. DATE OF BIRTH 9. nee’ tine IF UNDER 1 YEAR} IF UNDER 24 HRS. 
“7 2 . os}, Di oy) Manth: De He Min. 
Eee oe Male | White — |woowoQ _ pvorceoQ] | March 15, 1898 | lee é 
a o 
2 € 2 100. USUAL OCCUPATION (Give kind of wark done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
goss during most af warking life, even if refired) 
fo ue= actory worker - Maryland U.S.A. 
o OBR 
eta 
bg ares 
ie 
& 
o 
£ 
2 
s 
3 
° 
€ 
s 
rr) 


21. | certify thot (I) (this hospitol) ottended the deceosed from June 19, 1998, ,gpral 6, 19 OL; thot (1) (we) last 


ae 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 

5 5 (Yes, no. oF unknown), (IF yes, give war or dates of service) 
8 : No - 217-10-1236 Springfield Hospital Records 
£ 
3S = 1B. CAUSE OF DEATH [Enter anly one couse per line for (0), (b), and (c)-] INTERVAL BETWEEN 
3 zi PART |. DEATH WAS CAUSED BY: ORSED AND-DEAIH 
2 S | ; DEATIUMEDIATE CAUSE (a) Heart failure Weeks 
5 5 t ss 4 at a ove To 
S225 Conditions, if ony, which wo Hypertrophy of right ventricle Months 
é ES gove rise 10 immediote 
5 ge couse (0), stoting the under- { DUE TO 
o a lying couse lost. ©) Days 
$5235 Mmpicousel se 
zs 5 > ra Paar Il. Qeus SIGNIFICANT ee CONTRIBUTING JO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)/19. WAS AUTOPSY 
Beas = — ec depressive Ps ie Ce re PERFORMED? 
vass 3|Healed pulmonary tuberculdsis. a A ves NOD 
a re 2B: 5 = | 200. ACCIDENT WAS UNDERLYING [1] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port I! of item 1B.) 
Zooeo & | OR CONTRIBUTING C1 CAUSE OF DEATH 
qeoever- O [(IF EITHER, NOTIFY MEDICAL EXAMINER) 
o ae 2 

2202 oe 
2 os 65 & [20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. {City or town) (Caunty) (Stote} 
ger Ae fay Hour While Not while factary, street, office bldg., etc.) ! 
= we = 2 p.m fot wark [7] at work H 
o£ 
Zo 


saw the deceosed olive an ADTAL © aaa 61. ond thot deoth occurred af0259PMram the couses and on the date stated obave. 


‘2a. SIGNATURE 


& 


e 
Mh 
TO FUNERAL DIRECTOR: After this certificate has been signed 


55 
3 a 
He 
a 2 ESagrie loa 
a DING 
af oe et hen ltl Cone wolATE" Boor Kean W/6/8 
Oe a5 é = 22d, ADDRESS 
S ; 
z gz is , Agustin delCampo,’M.D. Springfield Hospital, Sykesville, Md. 
& 83° ie ) fia. BURIAL CREMATION, [236 DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, or county) (Stote) 
> nN Specify 2 
Pe se \b “Burial 4/10/61 St. Marys Barnesville Md. 
e X 24, FUNERAL DIRECTOR'S SIGNATURE . Pai . 25a. ar Fae 5b, REGISTRAR'S SIGNATURE 
RS a Cray arnedielle fp are APR Catton §, Tain 


ae 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


£157 CERTIFICATE OF DEATH 04154 


\ 


~~ es 
& - 1, aa DEATH 2 USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) : 
5 a. . STATE : 
é 38 Carroll MARYLAND || ° Maryland » COUNTY. | “Baddesley, a 
£ 3 b. SITY or TOWN (lf ounide Beer limits, write [c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write “sa nearest town) Z 
; ond gi own) a 
o 2 4 ykesvilie 3mos, 2days Baltimore 18 Vol-¥4¥ 
5 | ¢ | — d Rea Ge (If nat in haspital, give street address) d, STREET ADDRESS e. is es 
S ringtield State Hospital 510 Rose Hill Terrace yes] NOR 
5 | NAME OF First Middle Lost 4. Date Month Doy Year 
ee (type oF print Carrie Adele Miller bare April 10, 1961 
as 5. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED [] | 8. DATE OF BIRTH % pomeest HF UNDER TYEAR] IF UNDER 24 HRS. 
~ i Min. 
aes Female White widowen [] pivorceo fX} | May 6, 1876 yr. pees ge | ace a 
50 
2 ral 100. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Q 3 during mast of working life, even if retired) 
c= H - Maryland U.S.A. 
2 & 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
3.5 
st Jobn Miller Margaret E. Wilson 
g 
Q 18. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
— (Yes, no, or unknown) {if yes, give war or dates of service) . - 
= ° | - - Springfield Hospital Records 
8 18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (c)-] INTERVAL BETWEEN. 
4 
o ONSE&] AND DEATH 
& PART I. DEATH WAS CAUSED BY: 
RMSE Cutie te Bronchopneumonia Days 
2 
é 


cy yy Vx DUE TO 


NDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours oft 


z v Conditions, if ony, Which (oy 
E gave rise to immediote 
& cause (a), stating the under. ( OVE TO 
fea lying couse lost. Ge) 
ard s¥ing cours Toe. 
2g65 5 Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. WAS AUTOPSY 
ae =| C.B.S.assoc. with senile brain disease with psychotic reaction. VSL) NO 
moe Ac 
rs a3 ® | = 200. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port | ar Port Il af item 1B.) 
Soe & | OR CONTRIBUTING C] CAUSE OF DEATH 
Eee © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
O58 & ]20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
oe ao Hour a. m. While Not while foctory, street, office bldg., etc.) | 
SE? = p.m. 19 Jot work [1] of work [J H 
age : 
est 21. | certify thot (1) (this haspital) attended the deceased fram. January 8, 19.61, soApril 10, __ 1961, that (1) (we) lost 
22% ive on APTA. 1 :30 
© 3 saw the deceased olive on #PFit _ Boft: 19.92 and that deoth accurred ob 33 AM From the couses and on the date stoted above. 
x 
3 
© 
F-) 
= 
3 
6 
o 
o 
ry 
a 
° 
a 


the State Board of Health prior to burial, cremotion, ar remavol, and in any event, wil 


@ TO FUNERAL DIRECTOR: After this certificate hos been signed by the attending physician ond completely filled in by the funeral director, 


@ 22a. SIGNATURE 72b.DATE 
- ATTENDING. FF 

a 2 1pitsad hal 6 PHYS. O Diecror Be h/ 10/1 

oe 22c. roy 1AN'S =a 22d. ADDRESS. 

ag ‘vel Aeustin delCampo, M.D. Springfield Hospital, Sykesville, Md. 

& 8 . ‘23a. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stote) 

2 > WD MOVAL (! ify) © 

are . Pank Cemt, 

e Q 24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a. REC'D BY REGISTRAR 

Yen yay An A, Monan 3000 ts Sattimone St. bate _APR 12 '61 Clit ig fie 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
4158 CERTIFICATE OF DEATH (4152 


. PLACE OF DEATH 
0. COUNTY 


% RT * laa (Where deceased lived. If institution: Residence before i 


a. b. COUNTY 

Carroll ahmed [3 Maryland Balt. 

b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR ae {If outside corporate limits, write RURAL ava, nearest town}. 
ys 


th. Page 4 


RURAL ond give nearest town) ic | 


® 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by the funeral directar, 


C Sykesville 2yrs.6mos. 27d Baltimore 
7 ) 5 G. NAME OF HOSPITAL {If not in hospital, give street address) d. STREET ADDRESS . 1S RESIDENCE 
OR INSTITUTION ON A FARM? 
Springfield State Hospital ~. = -3115 Ba Laltinore St. ves [NOD 
3. WED First Middle Lost 4. | sig Month Day Year 
(Type or print) Eugene Mincher DEATH April 23, 1960 
$. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED JX] | 8. DATE OF BIRTH 9. EUS IF UNDER 1 YEAR] IF UNDER 24 HRS. 
fost buthday), | Month ; 
Male White wiDoweED [] pivorceo [] May hy 1882 78 7. nths| Doys | Hours] Min. 


100. USUAL OCCUPATION (Give kind of work done 
during most of working life, even if retired) 


orer 
13. FATHER'S NAME 


William B. Mincher 


1O0b. KIND OF BUSINESSOR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
Maryland U.S.A. 


V4, MOTHER'S MAIDEN NAME 


Mary J. Mincher 


Then please remave carbon papers. Pages 1 and 2 should be 


the State Board af Health prior ta burial, cremotion, or remaval, and in any event, within 72 hours after death. 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? /16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yes. no, or unknown) (IE yes, give war or dates of service) 
No - - Springfield Hospital Records 
1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c). ] INTERVAL BETWEEN 
PART 1, DEATH WAS CAUSED BY: OEE END SDEATE 
IMMEDIATE CAUSE (0) Terminal bronchopneumonia Days. 
4 9] DUE TO 
> 
Conditions, if J La ) 


gave rise to immediate 
cause (0), stoting the under. ( OVETO 
lying cause lost. ta 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. we eee. 
Epilepsy with mental deficiency. - Generalized arteriosclerosis. a <= No Pq 
200. ACCIDENT WAS UNDERLYING [1] 


OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Part Il of item 1B.) 


20, TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED. 


Hour a, m While Not while 
p.m. at work [-] at work 


20e. PLACE OF INJURY (Home, form, Fe (City or town) (County) {Stote) 
factory, street, office bldg., etc.) 


NDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs oft 
MEDICAL CERTIFICATION 


e hospital ar attending physician. 


e 


220. SIGNATURE Tia, ‘22b. Dare o 
} self 394. wo, AN Ne Moon HAE oe 4/23/64 
i 


‘22d. ADDRESS 
res) Agustin delCampo, M.D, Springfield Hospital, Sykesville, Md, 


page 3 should be detached far use as the buriol-transit permit. 


TO HOSPITAL OR 
may be retaine 


ATION, | 23b. DATE Bi wi Ga NAME OF “19; YY OR 23d. Li ity? town, or county) late} 
Lette ~ 
E BECTOR'S SIGNATY foe Sei y ® 250. REC'D BY REGISTRAR | 2Sb. REGISTRAR'S SIGNATUR! 
VR ANS (4) - 4 “ 
TSM 9/9) Chl pate APR 2 8 '61 isn hee 


A 


~s 
as 
E> 


ical 


The law requires that the death certifi 


IDING PHYSICIAN. 


TO HOSPITAL OR 


cond 
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he hospital ar attending physician. 


may be retained 
* TO FUNERAL DIRECTOR: 


oe 


2 
3 


ith 


Pages 1 and 2 should 


the State Board af Health prior ta burial, crematian, or remaval, and in any event, within 72 hours after death. 


page 3 shauld be detached far use os the burial-transit permit. Then please remave carban popers. 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


47159 CERTIFICATE OF DEATH 


=. 


1. PLACE feat DEATH 
0. COUNTY 


2s Pua eas (Where deceased lived. If institution: Residence before admission) 
b. COUNTY , 
MARYLAND { 
Carroll 


Montgomery * 


b. CITY OR TOWN [IF outside corporate limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote }imits, write RURAL and give nearest tawn) 


RURAL and give nearest town} 


SY = yr. 9mos ans 


d. NAME OF HOSPITAL (If nat in haspitol, give street address) d. STREET ADDRESS e. 1S RESIDENCE 


” DECEASED 
(Type or print) Tr. 


OR INSTITUTION ON A FARM? 


e ) | ves Nog 


First Middle 4. Bere Month Day Year 


Ma 
10a, 


S. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED Re DATE OF BIRTH 


DEATH 19 
9. AGE (Im years [IF UNDER 7 aa IF UNDER 24 nt 


lost bithdoy) [Months] Doys | Hours Min. 
ale Whit wipowep [] DivorceD [) 2) 


USUAL OCCUPATION (Give kind of work dane| 10b. KIND OF BUSINESS OR INDUS’ RY 11. BIRTHPLACE (Stote or fareign country} 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


during most of working life, even if retired) 
Draftsman 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


(Yas, 


n Minnis Sarah Harrison 


90, oF unknown) | UF yes, give wor or dates oF service) 


No 


1s. WAS DECEASED EVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. i INFORMANT Address 


Springfield Records 


MEDICAL CERTIFICATION: 


~~ 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 
a 


DUE TO 


INTERVAL BETWEEN 
ONSET AND DEATH 


Conditions, if ony, which e 
gove rise to immediate 

couse (0), stoting the under- ( DUE TO 
lying cause last. te) 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. RSME DE 


YES @ not] 


al opnren ea on ataton oe 

200. ACCIDENT WAS UNDERLYING C] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 


aa 
20c. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, farm, { 20F. (City or town) (County) (State) 
Hour o. m. While Not while foctory, street, office bid yy 


p.m. 19 Jot work [] at work 


21.1 certify that (I) (this haspital) attended the deceased fram aobt es 1961, that (I) (we) last 
saw the deceased alive an._.4-13—_____ 1961. ond that death Secreta 5 BM = the causes and an the date stated above. 


Zo. SIGNATURE 2b. DATE 


arsalgre AL Crys Crea. a/R" Mea te  apead 13, 2eet 


ic. PHYSIZYAN’S, 22d. ADDRESS 


NAMGAT, 
stin del seks 4 M.D! Springfield Hospital, Sykesville, Md. 


230. 


ZB: OVAL (Spi se 


4 


BURIAL, CREMATION, 4) DATE xg AE “Yee NAME OF ey) Y OR or county) (tote) 4 
FU, ‘OR'S SI RI 5a. “D BY ISTRAR 25b. REGISTRAR'S SIGNATURE 
4. FUSER Zs NAT ae DEE 25a. REC'D BY REGISTR: Sb. 
Gels * _j|oategpR 2 4 '61 Onthun £, fend 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


4160 CERTIFICATE OF DEATH 04154 


1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If inition: Residence before admission) 
She MARYLAND We lif 


b. CITY OR TOWN (If outside corporote limits, write | c. re OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL % sire nearest fown) 


LyCoA tint nee Se LuLe7 Pz2e2224 ce. 


d. NAME OF HOSPITAL (If not in hospitot, give street address) d. STREET WK e. 1S RESIDENCE 


QR)INSTITUTION a aa ON A FARM? 
CV ft tlh itr_._\- LLM & -Tzten ves] No fa 


x 3. NAME OF First a Lost 
DECEASED 


tren NNO MOOLCE- 


¥ sy) » |S COLOR OR RACE | 7. MARRIED ([] NEVER MARRIED [7] | 8. DATE OF BIRTH 


fj wibowen [4 divorced [] A eee 


ai Am ros al i 
TOoLMSUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CATIZEN OF WHAT COUNTRY? 
during mogt of working life, even if retisgd) Cay eA 
pA? pitl fet a; SZFEL Lo. 222 LF Ze - 


‘3. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


ALgwant Lenz Co72220k Utzon 
1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCTAY-SECURITY NO. a INFORMANT 
{Yes. no, or unknowe) He yer, give war or dates of eset eat lan LV. thy, s 42 os Zed. 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond [c). INTERVAL BETWEEN 
ONSET AND DEAT! 
PART 1. DEATH WAS CAUSED BY: y) (é) Fog Ks) IY 
* IMMEDIATE CAUSE (0) 7 Cu trv en 


} eo DUE TO r 
Conditions, if ony, which to A Asetindary Coli 3 ‘4 
gove tise to immediote 
couse (0), stoting the under. { DUE TO 
lying couse lost. ‘o 


Past Ul, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. wees 


= ee yes[] NO 2.4 


20a, ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


a! 


thin 24 haurs Ae Page 4 


Pages 1 and 2 should be 


ificate be executed wi 


Then pleose remave corbon papers. 
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[0c TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURREO | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
Hour o.m, While Not while foctory, street, office bldg., etc.) | 
p.m. 19 lot work [ot work [7] H 


yep Sait D 0 rf 23. 19.44, thot (1H) (we) last 


£3 TM, from thé causes ond on the dote stated obove. 


220. SIGNATURE a Ee 22b. DATE 
ATTENDING ED. IGNE! 
4 M.D. | PHYS. DIRECTOR 2, 


22c. PHYSICIAN'S 22d. ADDRESS 


ea fal ulius Cllepko eS, 


23a. BURIAL, CREMATION, | 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION a ity, town, or tip s tar A 
REMOVAL (Specify) Zz RSE Vi yy, 
LAA oe Da Be A tt. 
IATURE 


24, FONERAL DIRECTOR'S SIGN: RE <224 25a. REC'D BY REGISTRAR 3b. REGISTRAR'S. ae 


AE: LE APR28'61 | Clathen £ Honma 
Bs Ld, l_2 VG an 


MEDICAL CERTIFICATION, 


ENDING PHYSICIAN: 


& 


the State Board af Health priar to burial, cremation, or removal, and in any event, within 72 haurs ofter death. 


page 3 shauld be detached for use as the burial-tronsit permit. 


may be retaine: 


TO HOSPITAL OR, 


ae 
2a 


th. Poge 4 


filled in by the S" directar, 


Pages ] and 2 should be filed with 


Then please remayve carban papers. 
the State Boord of Health priar to burial, crematian, or remaval, ond in any event, within 72 hours after death. 


ing physician. 


ENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs aft 
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page 3 shauld be detached far use as the burial-transit permit. 


TO HOSPITAL OR 
may be retained 


ee, 
ga 
=> 
La 
= 
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ay 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


hi6i 
i COUNTY Carroll 


¥ 


marviano || ° SATE MaryJand 


2. USUAL RESIDENCE (Where deceased lived. 
b. COUNTY Baltimore County 


If institution: Residence befare admissian) wv 


RURAL and give neorest tawn) 


Sykesville 


b. CITY OR TOWN (IF outside corporote limits, write 


Baltimore 


c. LENGTH OF STAY IN Ib 
S3mths , 22hys 


¢. CITY OR TOWN (IF outside corporate limits, write RURAL ond give nearest tawn) 


O2Xx- 


d. NAME OF HOSPITAL (If not in hospital, give stree! address) 


d. STREET ADDRESS: 


e. IS RESIDENCE 


* "OR INSTITUTION ‘ON A FARM? 
5 fe Hompital. 1615 Dartford Road ves E) NOK] 
a — First Middle Lost 4. er Month Day Yeor 
, is 
(Type or print) Clara Hager Nager DEATH . 1961 
S. $8x OLOR OR RACE |7. MARRIECE_] NEVER MARRIED [] | 8- “At OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
lost Jayrthdoy) - 
Female wivowep [] DivorceD OnBa 910 iy See hese aay eee 


109. USUAL OCCUPATION (Give kind of wark done| 
during mast of working life, even if retired) 


Office work 


10b. KIND OF BUSINESS OR INDUSTRY |11. 8IRTHPLACE (Stote or foreign country) 


Rumania 


12. CITIZEN OF WHAT COUNTRY? 
Uhnowa 


13. FATHER'S NAME 


Beajatin Fisher 


14, MOTHER'S MAIDEN NAME 


Qee) 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? 
(Yes, 10, oF unknown) | (VF yes, give war or dates of service) 


no 


16. SOCIAL SECURITY 


DUK AIEVA 


Hospital records 


») Pauline Aronowitz 
17, INFORMANT 


Address 


1B. CAUSE OF DEATH [Enter only one couse per line for (a), (b), and (o).] HR eee 
> DE eal ees Myocardial Infarction minutes 
le) DUE TO a 
ater 0. “ Arteriosclerotic Heart Disease. years 
gove rise to immediate 
couse (0), stating the under ( OUE TO 
lying couse last. ©) 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. WAS AUTOPSY 


Schizophrenic reaction, paranoid type. 


PERFORMED? 


Hour a.m. 


MEDICAL CERTIFICATION 


While Nat while 
jot wark [[) at work 


21.1 certify thot (I) (has hospitol) sT"50° the ieee from 
any, 1, ond thot deoth occurred or beg, from the couses ond on the date stoted above. 


ves) No fy 
200. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF ETHER, NOTIFY MEDICAL EXAMINER) 
f20c. TIME OF INJURY Manth, Day, Year |20d. INJURY OCCURRED — [20e, PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 


foctory, street, office bldg., etc.) | 


oe Aprasl 20 © 1, thot (I) (we) lost 


ATTENDING 
D.| PHYS. 


22b. DATE 
EI 


Bleecror C) PINS 


») Agustin Ll Campo M 


yn20-A9EL 
22d. ADDRESS 2 
EE ag State Hospital Sykesville ,Md. 


230. BURIAL, CREMATION, 


SUPER” 


23b. DATE 


a 


THEREOF 


23c. NAME OF CEMETERY OR CREMATORY 


Beth pewet Cems 


23d. LOCATION (City, tawn, ar county) (State) 


Cap. Htse, Mde 


B71 GF = 


25a. REC'D BY REGISTRAR 2Sb. REGISTRAR'S SIGNATURE 


pate APR 2 4 '61 COntan § Mrauar 


MARYLAND STATE DEPARTMENT OF HEALTH 


» DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


LUGD CERTIFICATE OF DEATH 


>: pert cl 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
°. 


0. STATE b. COUNTY 
Carroll beth nis) Maryland Anne Arundel 
b. CITY OR TOWN (If outside corporote limits, write |<. LENGTH OF STAY IN 1b c. CITY OR TOWN [If outside corporote limits, write RURAL ond give neorest . 4 
> 


— 


RURAL ond give neorest town) 


Henryton 1 day Annapolis 


d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 


State Hospital 52 Shaw Street ves O No bid 


|. NAME OF First Middl: 4. DATE 
DECEASED uel otk lost Month 


Doy 
epee a Beatrice Peal DEATH April- 131961 


5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED fj | 8. DATE OF BIRTH 9 AGE {ln yeors IF UNDER [YEAR] IF UNDER 20 HS, 
lost birthdoy) [Months] Days | Hours | Min. 


Female Negro wipowep [] DivoRCED [] 2<12-10 Sls. 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF 8USINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
U.S.A. 


None A. A. Co., Maryland 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Joseph Peal Louise Brown 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 


(Yes, no. or unknown) (if yes, give wor or dates of service) 
no | unknown Beatrice Peal - Patient 


18. CAUSE OF DEATH [Enter only one couse per line for {o). (b). ond (c).) at INTERVAL BETWEEN 


ONSET AND DEATH 
eet |. DEATIUMEDIATY Cause o)__ Far Advanced Bilateral Pulm. Tbc.. 
- DUE TO 


Conditions, if any./which w» __ Cardiovascular Insufficiency _ 
gove rise to immediote 

couse (0), stoting the under- f OUE TO 
lying couse lost. (0) 


Part I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1[o)|19. WAS AUTOPSY 
yes) Nog] 


200. ACCIDENT WAS UNDERLYING [] ie DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 


eo Poge 4 


jan and campletely filled in by the funeral directo, 


Yeor 


Poges 1 ond 2 shauld be fil 


the State Board af Health prior to burial, crematian, ar remavol, and in any event, within 72 hours after death. 


ian. 


OR CONTRIBUTING LC] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED ‘200. PLACE OF INJURY iHome, form, 1 20, (City or town) (County) {Stote) 
Hour o.m. While Not while foctory, street, office bldg., etc.) | 
p.m. 19 lot work [7] ot work 


MEDICAL CERTIFICATION 


4483; to 4-13 _ 1981, that (I) (we) last 
saw the Tao 6 , femme causes and an the date stated abave. 


e haspital ar attending physic 
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TO FUNERAL DIRECTOR: After this certificate has been signed by the attending phys! 


Mo, SIGNATURE g tt 2b. DATE 
Alaa - <-> MED. STAFF 
77. ph Tos M.D. (1 _pirector) PHYS. 1) 
2c. PHYSICIAN'S ‘72d. ADDRESS 
NAME (Type) 
Edgars M. Maculans 
3b. DATE THEREOF QBEQNAME OF CEMETERY OR CREMATORY 


al ALES 
ADDRESS 25a. REC'D BY REGISTRAR J FEGISTRAR'S SIGNATURE 
Gq? Qty pate MPR 1 4°61 Cnthun 2. Haasan 


¢ 


may be retained 


ATTENDING 
PHYS. 


page 3 shauld be detoched far use as the burial-transit permit. Then please remave carbon papers. 


TO HOSPITAL OF, 


Se 
2a 


MARYLAND STATE DEPARTMENT OF HEALTH 


CERTIFICATE OF DEATH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


ae ae 


1. PLACE OF DEATH 


COUNTY 2, USUAL RESIDENCE { 
8 Carroll 


0. STATE Maryland 


MARYLAND. 


here deceased lived. 


If institution: Residence before admission) 


b. COUNTY Montgomery 


b. CITY OR TOWN (IF Paes corporote limits, write LENGTH OF STAY IN 1b 


ur owe rear Fal Ss 
esv yrsell days Silver Spring _ 


c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


ie 


5 


a Page 4 


d. NAME OF HOSPITAL (If not in hospitol, give street oddress) 


d. STREET ADDRESS 


e. IS RESIDENCE 


OR IN§TITUTJON 


pringfield State Hospital 


. NAME OF 
DECEASED 
(Type oF print) 


‘ON A FARM? 


Yes [] No 
Year 


19 61 


9. AGE {In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 


lost biethdoy) 
12. CITIZEN OF WHAT COUNTRY? 
U.S.A. 


yes. 
Address 


8722 Cameron St. 

First Middle Lost 4. DATE 
Elsie Mamie Warfield Purdum DEATH 
S. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [] | 8. DATE OF BIRTH 

Female White —|wiowerx] _oworceo] | April 8, 1888 
100, USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 
“pte ing most, of wor! », even if retired) 

Practical’ Nurse - Maryland 

13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME. 


Pradby Warfield Mary Browning 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? 17. INFORMANT 


(Yes, ne. or unknown) It yes, give wor or doles of service) 
} IF ; Springfield Hospital Records 


Day 


Poges 1 and 2 should be filed with 


the State Board of Health priar to burial, crematian, ar remaval, and in any event, within 72 haurs ofter death. 


16. SOCIAL SECURITY NO. 
No 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-] 


PART |. DEATH WAS CAUSED BY: 
6 IATE CAUSE (o)__Uremia 
\ iy 


DUE TO 
Conditions, if ony, which 
gove rise to immediote 
couse (0), stoting the under: ( DUETO 
lying couse lost. (©) 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)}19. eS 
Psychotic depressive reaction, yes ff] No] 


200. ACCIDENT WAS UNDERLYING 1) 206. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port II of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


INTERVAL BETWEEN 
ONSET AND DEATH 


Weeks 


Then please remave carban papers. 


Pyelonephritis and renal calculus ~ | Months 


(b) 


20c. TIME OF INJURY Month, 
Hour o.m. 
p.m. 


Doy, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) 
While Not while foctory, street, office bldg., etc.) | 


jot work [[] ot work (] H 


9 age fram.. April_10,.. ip to ff. -. 19.4, that (I) (we) last 


_M, from the couses and on the date stoted above. 


22. DATE 
SIGNED 


(County) (Stote) 


MEDICAL CERTIFICATION 


21. | certify thot (I) (this ie attended the 
Z 


saw the deceased alive on__ 
220. SIGNATURE 


the haspital ar attending physicion. 


and that death accurred at! 


ales, lel @ tfc) SIA 3 
: 22d. ADDRESS 


M.D? Springfield Hospital Sykesville, Md, 
‘23c. NAME OF CEMETERY OR CREMATORY 


Providence Meth. 


ADDRESS 
Damascus, Md, 
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RAATENDING PHYSICIAN: The law requires that the death certificote be executed within 24 haurs o 


® 


page 3 should be detached for use as the burial-transit permit 


ATTENDING. 


MED. 
M.D. | PHYS O _opirector O 


== 


230. BURIAL, CREMATION, 
Buta’ L_(gpecify) 


‘23b, DATE THEREOF 


OD Poe Be 


town, or county) {Stote) 


may be retained 
~ TO FUNERAL DIRI 


Sz 


250. REC'D BY REGISTRAR 2Sb. REGISTRAR'S SIGNATURE 


ZS TO HOSPITAL O} 


z> 
2 
x 


DATI 


= 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


hep, Dist, NO) 4 158 


If institution: Resi 


snce before odmission) 
b. COUNTY a 


Re ren 


416 CERTIFICATE OF DEATH 
a 4! 
s 1. PLACE OF DEATH + zi 2, USUAL RESIDENCE (Where deceased lived. 
é ©. COUNTY on ne B.. 0. STATE ead 
£ b. CITY OR TOWN (If outide corporote limits, write | c. LENGTH OF STAY IN Ib 
iy JRURAL and give neorest Es ae (fee > 
Cesta ard ii Nema 


OR TOWN (If outside corporate limils, write Dan ond give nearest aaah 


Pie C£. Ch nie ge 


d 


a 


far We) bf 


d. NAME OF HOSPITAL (IF not in hospitol, give street oddress) 
OR TOO plea ig 


TREE fideo °. @ RESIDENCE 
Le ttt lon ole Pr fo # YSRRenOL] 


x 


Te. USUAL OCCUPATION (Give kind of work dene] 10b. KIND OF BUSINESS OR INDUSTRY 
of, life, even if retired) 


11, BIRTHPLACE (Stote or foreign canis 


79t 


2 meee os 4 First Middle lost 4. DATE nth, Doy Yeor 7 
{Type or print) SUSle — fy LET CSET. DEATH Bhs E ca pal 
5. SEX 6. COLOR Nast 7. MARRIED [[] NEVER MARRIED [7] | 8. OATE OF BIRTH Reason [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
> 1d ri 
WE, #2 = Z ZO few ale we WGowts Ge oworctoQ) Ly CL Le IFW "2G go pipes Seri) Moves iin: 


12, CITIZEN OF WHAT COUNTRY? 


LAE 


=e 


13, FATHER'S NAME 


14. MOTHER? 


LAA 
LO DR tan. 
15. WAS DECEASED EVER-IN U. S. ARMED FORCES? /16. SOCIAL SECURITY NO. 
{¥es. no. or unknown), {Ht yes. give war or dates of service) 4 
Fire 


ao > ete 


AIDEN. NAME 


IB. CAUSE OF DEATH [Enter only one couse per line for (gh Ib), ond (€).] 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o] 


Then please remove carbon popers. Poges | ond 2 should be filed with 


y] 


17. 1NI RANT] 
Gy tle YLE ¥208-« 


. 


eicciee 


‘ DUE TO 

q Conditions, if ony, which bo Creutfp- 

é gove rise to immediote 

& couse (0), sloting the under. { OVETO Me ‘ - 
rs dying couse lost. couse lost. AA LEMI LALLA iY 
8 ovay SIGMESANT COMO 


¥ 
: 

LEM Ap epee 
Heer Ae 20b. DESCRIBE YW INJURY OCCURRED. (Enter noture of 


Bs 


CIDENT WA! 
a CONTRIBUTING 


ONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. nine AUTOPSY 


ERFORMED? 
ves 1] No ao 


injury in Port | or Port It of item 1B.) 


20c, TIME OF INJURY Month, 
Hour 0, m. 


Doy, Yeor | 20d. INJURY OCCURRED 


While Not while 
jot work [} ot work (3) 


foctory, street, office 


MEDICAL CERTIFICATION: 


R: After this certificote hos been signed by the ottending physicion ond completely filled in by the funerol director, 


ENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs aft 


he hospitol or attending physicion. 


@ 
10! 
=, 


MD. 


PHYSICIAN'S 
NAME {Type) 


Oe. PLACE OF INJURY (Home, form, | 20f. (City or town) 


(County) {Stote) 


bldg. 


etc.) | 


Se: .19EL that | last saw the deceased 


MESO, ar the causes and an the date pele abave. 
IGNED 


LPL 


the registrar priar to burial, cremotion, ar removol, and in ony event within 72 hours ofter death. 


page 3 should be detached for use as the burio 


may be retoin: 


TO HOSPITAL O! 
TO FUNERAL DIRE 


VS A15 (4) 
18M 9/S5. 


Zig JOCATION (City, town, or county) {Stote) 
teclere WL 1) 


24a. REC'D BY REGISTRAR 2ab, REGISTRARS SIGNATURE 
ove APR 10 '61 taf Hin 


(Si 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 4159 


1, PLACE OF DEAT 5 iyed. If institutionResidence befare odmission) 
a, COUNTY oA) b. COUNTY. 4} self 


ol 


th. Poge 4 


RURAL and giye nearest fown) 


sd 


‘on and completely filled in by the funeral director, 


[ STREET ADORE: «. IS RESIDENCE 
yes No Af 
| NAME OF First if ae. Middle 9 ve Day Yeor 
(Type ar print) Bi é — Zhe L, va tA lye 19 bf 


S. SEX 6. ‘oy ‘OR RACE | 7. MARRIED () NEVER MARRIED T 8. DATE OF BIRTH IF UNDER 1 YEAR] 1F UNDER 24 HRS. 


Wa wipowep [] _—obivorceo » 1 6- [ 94) iA ’ Doys | Hours] Min. 


10a. USUAL OCCUPATION {Give Ld) of wark ay, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


working life,, 27" P, Li) Se 
“a Lod cheb 


AS DECEASED EVER_IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. Vg 
Are ie ne 
=[h-$2 ae ae pos Me 
INTERVAL BETWEEN. 


1B. CAUSE OF DEATH [Enter anly one couse per line far (a), (b), and {c)-] 
PART I, DEATH WAS CAUSED BY: ee wat DEATH 


IMMEDIATE CAUSE (o}iemmorrhare—Oesophareal Variees mins 
x DUE TO 
Gomdhitans. dt anyrenies pearonice Arteriosclerotic Myocarditis 6 years 


gove rise ta immediate 
cause (a), stating the under. ( DUETO 
lying cause last el 

Paar I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o) |19. Weccrneas 


yYes{] NO Bt 


Pages 1 and 2 shauld be filed with 


the State Board af Health prior ta burial, cremation, ar removal, and in any event, within 72 hours after death. 


THER'S MAIDEN HINTS 


Then please remave corbon papers. 


200. ACCIDENT WAS UNDERLYING (] 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture af injury in Port | ar Port II af item 18.) 
OR CONTRIBUTING [J] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Hame, farm, | 20f. (City or town) {Caunty) (State) 
Hour a. m. While Nat while factory, street, affice bldg., cel 
p.m. 9 lot wark [[] at work 


21.1 certify that (I) (this ee ottended the deceosed from . 19.25, to- April 14. 190.L_, thot (I) (we) lost 
saw the deceased alive on hat death ranch 2350p, from the couses and on the dote stoted obove. 


Tea. Pile 22b. DATE 
ATTENDING MED. STAFF 
.D, | PHYS. Gt _DiRECToR PHys. () 


le. fo Ae: $s 22d. ADDRESS 


NAME (Type) MG Porterfi. a, Bie A Ha 


DATE Lo/tf (te. Lb CEMETERY Sc? CREMATORY 23d. LOCATION (City, tawn, (State) 
thal len. 25a. REC'D BY REGISTRAR 2Sb. REGISTRAR'S SIGNATURI 
y . 
pare APR 1 7 61 Gaihes £ Fons 
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e hospital or attending physician. 
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TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physi 


page 3 should be detached for use os the burial-transit permit. 


may be retained 


TO HOSPITAL OR 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


LIGG CERTIFICATE OF DEATH 04160 
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ry iB Me aes DEATH h pli RESIDENCE {Where deceased lived. If institution: Residence before admission) 
5 °. Y a. SF; b. COUNTY 7 
= £ cy 4 MARYLAND 7 
3 LA) AALS ‘Me Ay 
= a>: CITY OR TOWN (If outside corporole limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWDYiF outside corporote limits, write RURAL and give nearest town} 
RURAL apd give nearest town) : 9. : 
na ded LA SH) SY Gp: yom WA 


‘4. NAME OF HOSPITAL (If notffi haspital, give street address) d. STREET ADDRESS 
OR INSTITUTION f] es - 
K Aipaadaptieraac.~ 2 


ON A FARM? 
yes €7 No 1] 


i 1S RESIDENCE 


Exzaee7 


a. DATE Month Doy Year 


3. NAME Of First 
DECEASED 


Pages 1 and 2 shavld be filed with 


Middle Lost 
; A j OF : , 

: tine erwin LIL SSES HRYES SH/FLEY| tom Apne 2 why 
~ 5, SEX 6. COLOR OR RACE |7. MARRIEDESPNEVER MARRIED [] | 8 DATE OF BIRTH ¥. AGE (ear, [IEUNDERT YEAR] IF UNDER 24 HRS. 
sg * " lost birt 1 Months! Days | Hours Min. 

Prats Late own] pworceo tT) | & of ie L£ yrs. pea.| eo is 
fa I 100. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTH) E (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

luring most of working life, even if retired) 


La tdall fa. 2 lp - Sle 
14. MOTHER'S MAIDEN NAME or 
CURITY NO. |17. INFORMANT Mie 7 
kitts Ke, Ba 
5 BREAN BETWEEN 
PART |. DEATH WAS CAUSED BY: : b. . Z Ke Eat 
IMMEDIATE CAUSE (0) Z. 


‘s) DUETO ~ 9 1 pS aoe y Z, } Stueray 
Conditions, if ony, which (b 2 ( Cea (HY 
gove rise to immediate 


‘4, 
vas 4 ‘4 Ce 
couse (o}, stoting the under. ( DUE TO 7] 1? ‘ 
lying couse lost. (cd) t-Té-7 ‘A Ss SH RALL LD 1! zap 
Part I. OTHER SIGNIFICANT CONDITJQNS CONTRIBUTING TO DEATH BT N@T RELATED TO THE TERMINAL DISEASE CONDITION GIVEN. IN PART 1(a)|19. WAS AUTOPSY 
« € (Era PERFORMED? 
Keto. a, 0 Not 


200. ACCIDENT WAS UNDERLYING 0] 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Port | or Part Il of fem |.) 


Fis daget LEA; 
era R'S NAME BA f 


15. WAS DECEASED EV§R'IN U. 5. ARMED FORCE 
(res, no, or unknown) ZA (Mf yes, give wor or dates of service) 
a 


Then please remave carban papers. 


¢rematian, ar remaval, and in any event, within 72 


an 


The law requires that the death certificate be executed within 24 haurs aft 


After this certificate has been signed by the attending physician and campletely filled in by the funeral directar, 
MEDICAL CERTIFICATION, 


E 
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285 
Rat 
ase 
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Ce OF eitek NOTIEY MEDICAL EXAMINER) 
ES ees 2 ) 
g bap es 20c. TIME OF INJURY Manth, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20. (City or tawn) (County) (State) 
=5 24 Hour a.m. While Not while foctory, street, office bldg., etc.) | 
zs ge p.m. 19 Jot work [J] ot wark [] 7 H 
¢2 522 ? : A 7, 5 
Zz = Ba 21.1 certify that (I) (this haspital) attended the deceased fram A Ss 19: / rope F 196k, that (!) (we} last 
as i » fp 
Zeg 3 = saw the deceased alive an 42 and th6f death accurred af. 62M, fram/the causes and an the date stated abave. 
- Lo a8 Zo. SIGNATURED 7] y L 22b, DATE 
ay ee o DOLC ATTENDING MED. STAFF SIGNED 
e 228 3 Keer et ML Ab ff _.0.| PHYS. Wy DIREGTOR PHYS. 
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MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


mm 
= 
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alth, 


= MEDICAL EXAMINER'S CERTIFICATE OF DEATH 
£463 44164 


1, PLACE OF DEATH > 2. USUAL RESIDENCE (Where docoased lived, ll Institution: R 
e. COUNTY 


eo... 


J 


©. STATE b. COUNTY 
Carroll MARYLAND Maryland Carroll 
b, CITY OR TOWN {il outsida comporate limits, ¢. LENGTH OF STAY IN ib c. CITY OR TOWN (If outside corporata limits, write RURAL end give neerest town) 
write RURAL and give neeras! town) yA. ‘, 
Sykesville 8yrs.lmo.18days ~< > Westminster _ Am 
d, NAME OF HOSPITAL OR INSTITUTION (if nol in hospitel, giva street address} @. STREET ADDRESS | & IS RESIDENCE 
} | ON A FARM? 
Springfield. State Hospital alll 12), St 

3. NAME Middle “ “Last ‘DATE = =——«sMonth Day 

DECEASED OF 

Type:or prini) Charles Elliot Smith, Jr. | PEAT April 23, 1961 


land 2 with the State Board of 


done during most ol working lite, even if retired} 


. SEX 6. COLOR OR RACE) 7, MARRIED ["] NEVER MARRIED Pt 8. DATE OF BIRTH 9. AGE (In years )IF UNDER 1 YEAR| IF UNDER 24 HRS. 
R last birthday) |"hionths| Deys | Hours | Min, 
Male White wow [] oivorceo[]] February 21, 1930) 3] m. 
10a. USUAL OCCUPATION (Give kind of work | 10b. KIND OF 8USINESS OR INDUSTRY | 11. SIRTHPLACE (Stala or foreign country) "| 42, CHIZEN OF WHAT COUNTRY? 


Nthin 72 hours after death. 


in any 


jing” in Bencil in Item 18. Give Pages 1, 2, and 3 to the funeral diractor, Page 
I, and 


ificate should be executed within 24 hours after death. If any delay 


pei 


ion, or removal 


cremat! 


to burial, 
MEDICAL CERTIFICATION 


10F 


it, pric 


ignated agen 
wT 4 


lesign: 


None - Maryland U.S.A. 
FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Charles Elliot Smith, Sr, Mary Helen Weller 
ee WAS eae ti IN US. ane FORCES? , 16. SOCIAL SECURITYNO.| 17. INFORMANT —— ‘Address es 
‘as, po, or unkown) | (IFyesgivaweror dates ofsarvice! 
Wf - - Springfield Hospital Records 
18. CAUSE OP DEATH [Entar only one cause par line for (a), (b), ond (e).] cx ~) INTERVAL BETWEEN 


ONSET AND DEATH 


ai. + PMEDIATE CAUSE i Acute congestive heart failure __ Minutes: 

ifs » DUE TO 5 
Conditions, il any, which (b) Status Convulsivus a — . 
gava rise to immediaia cause ea, 7 7 a 
(a), stating the underlying : 
ail a Epilepsy associated with birth injury Life 

PART I, OTHER ae ceoew: IDITIONS CONTRIBYTING TO.QEATH BU] NOT REI TO THE TERMINAL DISEASE CON! a GIVEN IN PART I(e)] 19. WAS AUTOPSY 
CBS S assoc. i convuisive disorder wie! psyelio thc reactim,. Ror 

YES. NO 


200. EXTERNAL CAUSE WAS 
PRIMARY [1] or CONTRIBUTING [] 
‘CAUSE OF DEATH. 


20b. DESCRIBE HOW INJURY OCCURED. (Enter nalure of Injury In Part | or Part i] of item 18.) 


20c. TIME OF INJURY Month, Dey, Yeor | 20d, INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, | 20f. {City ortown) (County) {Stole} 
Hour a.m. Whila ___Not tenlal factory, street, office bldg., aie.) | 
ay 19 at work [=] at work [=] 
21. I certify that | took charge of the remains described above, held an Autopsy —& Inspection Es} Inquiry ~}. and in my opinion 
death resulted from: Natural causes F}. Accident Oo Suicide fal: Homicide im Undetermined manner oO 
TW CHIEF MEDICAL EXAMINER [] 
ACTUAL - 
net At 4 At e- / Map, ASSISTANT MEDICAL EXAMINER [_] DATE SIGNED 
creat James ", is MAD. DEPUTY MEDICAL EXAMINER PX] 4/23/61 
NAME (Typa} 2 Address (Streat, city, town, or county) 


its di 


4 should be forwarded to the Chief Medical Examiner’s Office along with form PM3. Page 5 may be retained for your files. 
or i 


TO PUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. Fi 


please execute the certificate, writing the word 


§ TO DEPUTY , a EXAMINER: This c 


—=3 


, 
4a, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
sare APR 26 '61 Cnttun £ fama 


22¢p NAME OF CEMMEERY OR CREMATORY, 22d. LOCATION (City, town, grcouniry) ~~~‘ 
: NW y An 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH (4162 


t Aes DEATH a sr) cs eae (Where deceased lived. If institution: Residence befare admission} 


a Carroll EER EARD, Maryland » COUNN Dorchester 4 


b. CITY OR TOWN (If outside corporote limits, write |, LENGTH OF STAY IN 1b €. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
RURAL and give nearest town) 


Henryton 770 days Madison 


d, NAME OF HOSPITAL (if not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
‘OR INSTITUTION ON A FARM? 


Henryton State Hospital O94 & -A lego 


|. NAME OF First Middle lost 4. DATE Manth Doy Yeor 
DECEASED 


OF 
(Type or print) John William Stanley DEATH April 2 1961 
5. SEX 6. COLOR OR RACE | 7. MARRIED &) NEVER MARRIED Oo 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
aici lost birthday} [Months] Doys | Hours | Min 
Male Negro wipowep (1) Divorceo [) 4 4888_ 92. yrs. 
10a, USUAL OCCUPATION (Give kind af work done) 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote ‘ar foreign coil 12. CITIZEN OF WHAT COUNTRY? 
during mast of working life, even if retired) Dorcheste —_ ty 
Farmer Farming Marylan ViSieds 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Solomon Stanley Maria Jane 
15. WAS DECEASED EVER IN U, S$. ARMED ae SOCIAL SECURITY NO. |17. INFORMANT Address 


{Yes. no, or unknown) lf yes, give wor oF dates of service) 
no | 220-05-0203| Rosie Payne Box 41, Church Creek, Md. 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), and (c).] INTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DEATH Was cause Cerebro-vascular accident 


ll 


oe” Paget 


ote has been signed by the attending physician ond completely filled in by the funeral directar, 


Pages 1 ond 2 shauld be filed with 


a) 


‘ DUE TO 
Conditions, ee wo __ Syphilis, ,rteriosclerosis 
gove rise to immediote 
couse (a), stoting the under- ( DUE TO 


lying couse lost. @___Far Advanced Bilateral Pulm. Tbe. 


Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}|19. Sail 


yes] NO 


Then pleose remove carbon papers. 


transit permit. 


20a, ACCIDENT WAS. UNDERLYING oO 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port II of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


0c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
Hour 0. m. While Not while foctory, street, office bldg., cai 


jot work [] at work 
$3 8647 19.82 thot (1) (we) last 
ai 


. fram the causes and an the date stated abave. 


22b. DATE 
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ding physician. 


MEDICAL CERTIFICATION 
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CTOR: After this certi 


ATTENDING MED. ‘STAFF 
M.D. | PHYS. O_pirector) PHYS. 0 4-1-61 
22c. PHYSICIAN'S, > 22d. ADDRESS 


“M WPlgdgars M. Maculans Henryton State Hospital ,Henryton ,Md. 


23a, BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION , town, or county) (State) 


Rem=$u rial 4/6/1496 Madison Canetery 
24 F pe 250. REC'D BY REGISTRAR 25b. REGISTRAR'S SIGNATURE 
ee W son APR 10 '61 Clitton f Tiaish 


may be retai 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
4169 CERTIFICATE OF DEATH ney ow. of 4163 


)*e 


~ £ 

& ¥ TERRE ORE DEATH 2 EN oA (Where deceased liv jence befare admission) 

o _ a. 0 a. Be 

2 . YY MARYLAND 

: = ML ULAR 

£ o b. CITY OR TOWN ((f autside corporate limits, write | ¢. Wb OF STAY IN Ib c. CUP) OR TOWN (If Sotside corporate limits, write RURAL and give nearest tawn) 
z-) 77 RURAL and give nearest toyrn) / nf pipettes 
= Vt opziorialin. Laart, Let 72 
he a d. NAME OP HOSPITAL (If nat in hospital, give street ee d. STREET ADDRESS @. 1S RESIDENCE 
a , OR INSTITUTION ! AS ON A FARM? 
= la L. ei Fas 4 a4 -E “a YES a. No Z}— 
6 ~ (ls NAME OF First Middle 4. DATE Manth 
: eM 1 LOUISE STONES FER| Fam FRIL Z 9 WF, 
e 5. SE 9. AGE (In years RIF Gail 24 HRS. 


Iggt Pree 


7. MARRIED [[] NEVER MARRIED [] | 8. OATE OF BIRTH 


6. COLOR OR RACE 
‘wipoweDd [} DIVORCED 


C.F SG 
| USUAL OCCUPATION (Give kind af wark | 10b. KIND OF LS Tite: OR,INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 


dring mogt-of warking life, even ifjretired) 


C Aft AE hal 
19,/FATHER'S NAME, ~ 


(OTHER'S MAIDEN NAME 


MUA tez7 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? b. SOCIAL SECURITY NO. 


(Yas, na, oF unknown} | {It yes, give war or dates of service) 17-/9- IS} 


18. CAUSE OF DEATH {Enter only one cause per line far (0), (b), and (c).] 5 Fe 
PART I. DEATH WAS CAUSED BY: CH ieee 
IMMEDIATE CAUSE (a) Each gcrnnoneh 
| .. ? | % Bree a, : 
Canditians, if any, which to} Tete HE Caner Pebure 3 Ma “ 
gove rise to immediate | 


¢ 


INFORMANT 


cause (a), stating the under. ( OUE TO 


After this certificate has been signed by the ottending physicion ond campletely filled in by the funeral directar, 


21. | certify that al xan the deceased fram, atk 20, 19S, __., 196/, that | last saw the deceased 
alive anliyyaerte Jo , 19 fef____, and that death accurred at// J _M, fram the causes and on the y sta’ ef aber 


ADDRESS Wei city ar tawn, sto! WA 
NvAtne tol rf a a MA ry ehester, a, _. F/Lane i 
ruvseiws Yi a FoArd MD. 5 eh Brcte 


20. BURIAL, CREMATION, | 22b. DATE THEREOF Zc) ring METERY oo 72d. LOCATION (City, town, or pail . (Stote} 
‘ EMOYAL Spee) | we Ay : iy, 
ZED 2 Pu Lie MNZLt ftp (it n2ze Liz 


pe: INERAL. “Pita SIGNATURE ADDRESS Via. REC'D BY REGISTRAR Bab. REGISTRAR'S SIGNATURE 
1 LBM Pe eas, eS 


ENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs off 


§ lying cause last. (c) 

8 a Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. WAS AUTOPSY 
‘se = 

€ S yes] NOR] 
3 CG = ]200. ACCIDENT WAS UNDERLYING 1] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Port Il af item 1B.) 

BS & ]OR CONTRIBUTING [1 CAUSE OF DEATH 

2 & | UF EITHER, NOTIFY MEDICAL EXAMINER) 

2 z sss 
5 & [20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, farm, { 20f. (City ar tawn) (County) (State) 
5 Fay Heenan While Nat white factory, street, office bldg., etc.) | 

5 = p.m. 19 fat wark [] ot work (1) t 

S 

3 

2 

© 
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& 


TO FUNERAL DIRECTOR: 


— 


page 3 shauld be detached for use as the burial-transit permit. Then please remove carbon papers. 
the registrar prior ta burial, cremation, or removal, and in any event within 72 haurs after death. 


TO HOSPITAL O| 
moy be retoinec! 
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ra Page 4 


ENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs aff 
& TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely filled in by the funeral directar, 


he haspital or attending physician. 
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TO HOSPITAL ©: 
may be retaine: 
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MARYLAND STATE DEPARTMENT OF HEALTH | 


A 1 ” DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 4 a 164 
0 CERTIFICATE OF DEATH 
« 
3 M 1 pERCr Cry eae By craat RESIDENCE (Where deceased lived. If institutian: Residence befare admission) a 
6. 

3 Carroll marnand |} ST Donna, b. COUNTY’ « daa 

ms, b. CITY OR TOWN {If autside. rl aid limits, write c. LENGTH OF STAY IN Tb c. CITY OR TOWN {If autside corporate limits, write RURAL and give nearest tawn) 

o RURAL and give nearest to we Li a“ = 

2 Rural, Westminster 1 Year ittlestown 7 S x oom 

24 da. E OF HOSPITAL [tf l. ddr es: 4 e 

10a Gaeeee YRy CoHalescent Hone “TOS 5 * Gnas 

Py Westminster, 5 R. D 104 E. King Street, yes [] No Fx] 

5 3. NAME OF First Middle Lost 4. DATE Month Day Year 

- DECEASED» a OF Ps 

3 (Type or print) Catherine Rose Thompson DEATH April 5 19 61 

3 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
et lost birthday) | Manths Min. 

“ Female White — |wioweng] — vivorceoO] | June 22, 1883 ris 

= 10a, USUAL OCCUPATION (Give kind af wark done! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

2 during mast of working life, even if retired) 

& Retired Housewife Own home Baltimore, Md, USA. 

8 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

oy 

4 John Schwartzkoph Bernadine Punte 

3 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address Fag 

§ (Yes, no, oF unknown) (Uf yes. give war ar doles of service) ze * 

: None Evelyn C, Altoff, 104 E. King St. Littlestown 

© a 

8 1B. CAUSE OF DEATH [Enter anly one couse per line for (0), (b}, and (c)-] INTERVAL BETWEEN 

a PART I. DI 7 s ‘ 

: Seer ok cit pan he? Cadis -retieben hes 

‘3 LEA ] DUE TO 

Canditians, if any, which (oy 


cause (a), stating the under- ( DUE TO 
Joh coe ios Cl 


Pant fl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART l(a) 


gove rise ta immediote | 


19. WAS AUTOPSY 
PERFORMED? 


ie 0 No 


20a. ACCIDENT WAS UNDERLYING [) 
OR CONTRIBUTING [1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED =| 20e. PLACE OF INJURY (Home, form, 1 20. (City ar town) (County) (State) 
Hour a.m. Wi Nat while foctary, street, affice bldg., etc.) | 
p.m. Lee ies Oot work H 


21.1 certify that (I) (this ma attended the deceased fram__ Lp mek. * 9 &F. 10 pal S._ 19.62, that (l) (we) last 
saw the deceased alive an__ Lhe tle 4, ond thot death occurred at____.M, fram the causes and an the date stated abave. 


Ro. O TURE 2b. DATE 
LER Le hase 
M.D, | PHYS. 
oy, 4; Leb 
Bene tel 2 Ep of INAITL AWD 


23a, ‘femoyat ren) 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 
Burial |_ 478/61 St. Aloysius Cemetery 
hes ERAL y, RECTOR'S SIGNATURE 2 A ey 250. REC'D BY ita 
4 PR 10’6 
AA TLL L, 4 A ‘s 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Port I! af item 1B.) 
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23d, LOCATION (City, town, or caunty) (State) 


Littlestown, Adams Co,, Pa 
2b. REGISTRAR’S SIGNATURE 


thea £, Maud 


Page 3 should be detached far use as the burial-transit permit. 
the State Board of Health priar ta burial, cremation, ar remaval, and in any event, within 72 hours after death. 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 0 4 1 6 5 
t 


Avr CERTIFICATE OF DEATH 


1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
a. COUNTY, ean a. by COUNTY 


ol 


b. CITY OR TOWN ([f outside a et limits, write e LENGTH OF STAY IN Ib c. CITY OR TOWN {If offside corporote fimits, write RURAL and give nearest town 


RAL ong give peorest jéwn} 
Vi 4-4 elf ki2 Wiad 2 >244- 


d. NAME OPFOSPYPAL (IF nat in haspitel, give street eee pd. ©. 1S RESIDENCE 
‘OR INSTITUTION ON A FARM? 


Ati ADP Iida fide. ves) No E— 


3, NAME OF Vi "i 
Bowed Lipyo Middle 


{Type or print) ILC £ LLL. TH. TRAC 2 “ue : Séatn 


Be 6. COLOR OR RACE ]7. MARRIED [[] NEVER MARRIED [[] | 8 DATE OF BIRTH 


testo \ LULL ..\NeowmD EF __ Divorced 23 WAL 


Ya. USUAL OCCUPATION (Give kind of work ms KIND OF BUSINESS OR II ISTRY | 11, BIRTHPLACE Stote ar foreign LG 12. CITIZEN OF WHAT COUNTRY? 


>. 


Pages 1 and 2 should be filed with 


, and in any event, within 72 haurs ofter death. 


ee mengeonny lif? even ff retired) 


A a 
14, MOTHER'S CAs 
= 
@ te 2722 LE: 


15. WAS DECE. oe e INU. a SRMED FORCES? \2 IAL SECURITY NO. iy INFO! 


i, eee [ee 
= sein OT tpplee 5 2Lb 


18, CAUSE OF DEATH [Enter only one couse per line for (0), {b}, and (<)- gers) INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED B 
IMMEDIATE CAUSE (0) 


d campletely filled in by the funeral directar, 


ificate be executed within 24 haurs ee Page 4 


Then please remave carbon papers. 


conlhieadt 2 which Youd 


gove rise to immediote 


couse (0), stating the under- j » 
lying couse lost. 


at 
Part I. OTHER SIGNIFICANT CONDITI mesure TO DEATH BOT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)} 19. Mees tc 
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£2 A 
20a. ACCIDENT WAS ra eiee ea oe 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Part Il af item 18.} 
OR CONTRIBUTING 1 OF DI 

(IF EITHER, NOTIFY Musical EXAMINER) 


20c. TIME OF INJURY Mofth, Doy, Year | 20d. INJURY OCCURRED  [20e. PLACE OF ININRYsHome, farm, 1 20f. (City or town) (County} (Stote) 
eur ohm. rs Not ¥Xle factary, street, bldg., etc.) ! 


p.m. 19 lot work [J ot t Sk] H Pee 
21. | certify that (1) (this ae S the deceased frameax__°~. pee a woses & oe 194 /, that (1) (we) last 
saw the deceased alive on 4 RQ19. a and that death accurred at9_3/M, fram the causes and an the date stated above. 


22a. SIGNATURE 2b. signe, 
ATTENDING MED. STAFF sign 
mr. _@. M.D, | PHYS. Aa _DiRECTOR PHYS, Yy- aAd— eZ? 


7c. ee 2d. ae US 


NAME (Type) Ke A eae 


‘230, BURIAL, CREMATION, | 23b, DATE THEREOF 5 ity. (Stote) 
REMOVAL (Specify Us 


24. EYRJERAL DIRECTOR'S SIGNATURE 


After this certificate has been signed by the attending physician an 
MEDICAL CERTIFICATION 


ENDING PHYSICIAN 
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By 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


4 CERTIFICATE OF DEATH 4166 


iy jaeetei OF aoe at ge RE E WV 4 lived. |F institutian: Resigence befare odmiss# 
a 7 gs MARYLAND Ww COUNTY rT 
RURAL and give nearest tawn) 


a. STATE 
b. CIT gre) (if rye cpr a write TH OF IN Ib ce. CITY.OR 
RU oy y 


- d. NS HOSP) c v nat jy ie ae stre fa la ABA SS a y Ed / e. 1S RESIDENCE 
1 f 4 ON A FAR! 
| Fy) tA C 7, Vell £4 g ves nop 
oy 2D. st . Mapth Day Yeor 
' DeeaseD , hing ADE a ; OF LY 


= 


2. USUAL RESII 


side Ay. Wr 


. Ragen 


d by the attending physician and completely filled in by the funeral directar, 


\y 


(Tybe ar print) Ss Pe, 3 STAP E/ 


Pages 1 and 2 shauld be filed with 


7. marRiED [J DP MARRIED [1] | 8. DATE Tp. - AGE (ln yeors [IFUNDER 1 YEAR] IF UNDER 24 HRS. 


5. SEX Lem 6. =f ; 
Months] Doys | Hours] Min. 
‘ WIDOWED TH Divorced [] rs. ws % 
10a. 3 fle ive KingAF work dane] 10b. KIND OF BUSINESS OR INDUS! i VW. ae CE (Staje ar i 12. CITI yf, AT CQUNTRY? 
af wopki Baan if Coes rehired) eI ; 


13. FATHER’S | MO: JAIBEN NAY 
Fook f ©, Ente of? | PR aoe} ph. 
15. WAS ee INU. S. vq FORCES? |16.QDCl AL ta NO. |17, INFORI Address 
[1 df Val CiyAd 


(Yes. no. gr ung ie yes. give war at dates of service) 
ta 


18, CAUSE OF DEATH [Enter anly ane cause per line far (a), (6), and (c).] 
PART |. DEATH WAS CAUSED BY: 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remave carban papers. 


ar remaval, and in any event, within 72 haurs after death 


ENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours aft 


TIMMEDIATE cause (o)__ Wet gangrene, right foot. Two months. 
{ - 
x DUE TO 
2 Cena, WF Shit Pack »__Diahetes Mellitus Years 
RE gave rise ta immediate 
Eee cause (a), stating the under. ( DUE TO 3 | 
gts lying cause last. Wit eralized arteriosclerosis, marked Years 
B25 2 3S Past Il. wimnie Crk ay IONS CONTRIBUTING TO DEATH BY eo RELATED TO THETERMINAL pISEASE CONDHION GIVEN IN PART 1(a)]19. WAS AUTOPSY 
Ross wm le 7 
S885 wet &. Lh ty AVM IC e eI es Wf nol] 
a en SE LOPE WAS UNDERLYING C]_[#0b. DESCRIBE HOW INJURY OCCURRED. se nature af inj 
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SLts oS | ir etmeR NOTIFY MEDICAL EXAMINER) —— 
ic CRS & |20c. TIME OF INJURY Manth, Day, Year |20d, INJURY OCCURRED _|20e. PLACE OF INIURY (Home, farm, | 20F. v. ar tawn) (County) (State) 
See 5 rath While Nat while foctory, street, affice bldg., etc.) | 
= 2 28 = p.m. jat wark ["] at wark ‘ * 
iexgee 
sé ph 21.1 certify that (1) (thts haspital patiensd the di * ie fram.__£.. ‘ta ___Lyf23/61... 19. Cf, that (1) (we) last 
< a A ai 
ae saw the deceased live an, fos Eb 3—0G/ and that death “M, fram the causes and an the date stated abave. 
& osf Neo. SighyATyRE Di vib, 2b. DATE 
ies ; ATTENDING MED. STAFF He 
act 23% AIK V4 Weep p.| PHYS. xt DIRECTOR PHYS ),/23/63 
OLFve Ze. PHYSICIAN'S 22d. ADDI 
z2z28 “ P" Konstantin Web i 
44s onstantin Weber M.D. ____ Oak Street, Sykesville, Maryland __....... 
“ssore a. BURIAL, CREMATION. vy DATE THEREOF ac, NAME OF CEMETERY OR CREMATORY 3d. LOCATION (City, tawn, ar caunty) (State) 
ee PMOVAL (Specify, 
ofott LLANE ZOLA CF Lona 
i 24 APINERAL DIRECTOR'S Hee ADDRESS x REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
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YEA S749! jas 2 Lijptlr ee bol Fi. vate APR 2.8 [61 Cotta £, Kiama 


te be executed within 24 hours oe Page 4 


ical 


Then please remove carban papers. Pages 1 and 2 should be filed with 


The law requires that the death certifi 
the State Board of Health priar ta burial, cremation, ar remaval, and in ony event, within 72 hours after death. 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH a5, 
If institution: —— db 7 


1 as pa 2. USUAL RESIDENCE {Where deceased lived. Rg 
°. b Y 
MAR K F TR. 
X D naa IARYLAND || ih Wee rrtls F 
b CITY OR| TOWN (If outside carporote limits, write ENGTH OF STAY IN 1b ¢. CITDLOR TOWN4IF outside corporote limits, write RURAL and give nearest town) 
URAL apd give neorest town) 2 
YMA eA AR 7m 44 3 eNO Cle, 
wet NAME DF HOSPITAL (If nat in haspital, give street oddress) d. STREET ADDRESS. 7 e. 1S RESIDENCE 
R INSTITUTION loll ON A FARM? 
PP Les tpi | vésC] Nog 
3.N. iE OF Fir I 4. DATE 
NAME OF — inst Middle ts DA Month py sear 
iseateriecnt) ay La wba sade, | DEATH wv whi 


5. SEX 6. COLOR OR RACE |7. MARRIED[_] NEVER MARRIED [_] |® DATE OF BIRTH 9 AGE I y a IF UNDER 1 YEAR] IF UNDER nal HRS. 
~ Month Do: H Min, 
J : bat seat Estee *y) 4 8 "7 Ko an ionths ys | jours in, 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ing mast of working life, even if retired) ; iva $ 
AAS Ash Z 3 
13, FATHER'S NAME (\ V4. wa NAME 
9 
*. ) be: 
aa OW D¥. AOA ! 
1S. WAS DECEASED EVER IN U ARMED FORCES? |16. SOCIAL SECURITY NO. [1 JFORMANT Address 
UYes. no, of unkgpwn) WI ae tees detec of nate) ( \ hh SR. hy 
Se im Lo ofa ALL 
1B. CAUSE OF DEATH [Enter only one couse perAin§ for (a), {b), and aap INTERVAL BETWEEN 
ONSET AND DEATH 
) _ PART |. DEATH WAS CAUSED BY: jury r 
Ly IMMEDIATE CAUSE (0) Chinn 
Fy t , DUE TO & iN 
Conditions, if any, De — crac nasa in aM, 
gave rise to immediote 
couse {a), stoting the under- ( PVE 6 
lying cause lost. a 


a Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING, TO DEATH BUT NOT RELATED TO THE og Tes CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
= 
& ca Yeh Nod. ARE — aha yes [}_ NO 
= | 20a. ACCIDENT WAS UNDERLYING [J | 20b. DESCRIBE HOW INJURY OCGURRED. (Enter noture of injury in Port | or a IV of item 1B.) 
& | OR CONTRIBUTING D1] CAUSE OF DEATH 
G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2 
& [20c. TIME OF INJURY Manth, Doy, Year |20d. INJURY OCCURRED —|20¢. PLACE OF INJURY (Home, farm, | 20f. (City or tawn) (County) (Stote) 
a Hour a. m. While Nai Shits factory, street, office bldg., etc.) ! 
= p.m, 19 lot work [) at work s i mt 
21. | certify that (1) (this hasp' tpl) « Pe fram. 3 -M) ».ta 19H), that (I) (we) last 


saw the deceased alive an____*__ 


"ame the 


.. and that death occurred at 


DM, fram the causes and an the date stated abave. 


d\ SIGNATURE 2b. DATE 
. NED, 
“Why nmin VAS MOAPN mo, {Pe NS OO Bikecror O star b/ Pacet 61 
‘Tc. PHYSICIAN'S. oe 22 RESS. 
NAME ff }pet F 
KO \ZAK A A Vv Ss mre }2 fy a 


230. BURIAL, CREMATION [#3b, DATE THEREOF 
MO} 


Frederick _Memor 


ADDRESS 


23c. NAME OF CEMETERY OR CREMATOR 


at LOCATION (City, town, 
Al Park Frade k 


2S. REC'D BY REGISTRAR 


or county) {State} 


fary nd 


2Sb, REGISTRAR'S SIGNATURE 


’ Frederick, Maryland | oar APR 19 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
4&4 74 MEDICAL EXAMINER’S CERTIFICATE OF DEATH aes 4 168 


ed 


egiog 
ra °° 
Sioa = 
ee: 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If Inslitution: Residence before admission) 
Ses G. STATE. b. COUNTY 
az b(M Carroll MARYLAND Maryland oll 
zo 8 b. CHY me TOWN N ‘ovhide corporote limits, write RURAL cc, LENGTH OF STAY IN Tb ¢. CITY OR TOWN {If autside corporote limits, write RURAL "etd give neorest town) 
fos = ay 
@ = al--Ha j Rural --Ha e 
bang my R NAME OF ADSL oR mace {If nol in hospitol, give street oddress) d. STREET ADDRESS a Pa ants 
28,2 P.O. Mt. Airy P.O. Mt. Ai Bae 
ea a-s ° ° Q ry ves [) N' 
i} . 
on ). NAME OF it ie |. 
3 A 2 3. | BeCeAStO. . : we “c i Middle a lost 4. or, q Month Doy Year 
2 O'S, lype or prini 9 9 
Pep LAR . ER pril 6 
a le o 5. SEX 6. COLOR OR RACE [7- MARRIEDAL] NEVER MARRIED (2) 8. DATE oF BiRTH 9. eee IFUNDER TYEAR| IF UNDER 24 HRS. 
2 Se . Min. 
See Male White |wiroweQ  oworceoD |A ugust 2 188 yn. Ps ea 
oF “it 9 aati pend pad et recy dane] 10b. KIND OF BUSINESS OR INDUSTRY | 3}. BIRTHPLACE (State ar fareign country) 112, CITIZEN OF WHAT COUNTRY? 
vin of warl ane ite, even it 
as an=-B.” &'O’ Railroad ,Retired | Maryland U. S.A. 
oo 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
a George Wagner Effie Horton 
Pea 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. [17. INFORMANT ‘Addren 
3. (Yes, 10, oF unknewaf {if yer, give wor or dates of service) 
sete mp tr ween no § 70 5 10H L002 M n Warne R.D ay M A y, Md. 
ro) 18. CAUSE OF DEATH [Enter only one couse per lige-far (0), (b), and (c).} Wj yy, ; Ee 
s _ PART I. DEATH WAS CAUSED By: 
e IMMEDIATE CAUSE (0) LON Ln na A LEA LR tA h-B oes 
a 2 PER f Se ' oe 
fei ‘ AZ & E 


Chief Medical Examiner's Office olong with form PM3. Poge 5 moy be retoined for your files. 


‘AL EXAMINER: This certificote should be executed within 24 hours ofter death. 


a 
3 
a 
3 
= ; ® 
= aca 
H 5 (0), stoling the underlying( CUETO oP eof wa 
‘3 2 couse lost. SS. (e a 1 
ris g PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATHI’TO THE TERMINALDISEASE CONDITION GIVEN IN PART 10]]I7. WAS AUTOPSY 
o 
sre $ ves) NOL) 
8 2 = , 
BBs = Baar be. it WAS py [20> DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury In Por | or Part Il of item 18) 
SED & | CAUSE OF DI 
gb 8 & ]20c. TWME OF INJURY Month, Doy, Year 20d. INJURY OCCURRED 20s. PLACE OF INJURY (Home, form, {20f. (City or lown) (County) {iote) 
ieee SB] How om. While Not while factory, sireet, office bidg., etc.) } 
£29 = pom. 9 ‘at work [] ot work [) 4 
& : F 
£zé 21. I certify that | took charge of the remains described above, held an Autopsy [_], Inspection JK], Inquiry [[], and find that 
328 death resulted from: Najuyal causes JX], Accident ve Suicide [], Homicide [], Undetermined cause []. 
‘oe Z ACTUAL Wf Ve DATE SIGNED 
eS SoA 4S, awe JDL 4 A, CHIEF MEDICAL EXAMINER [} 
Til (lame dhe, Zo 2 eee -/ 
sss AMINER'S ¢ 
ov 
pe see NAME (ves) _( A Atala AL Jhly HEB ca commer 
ste Te. ar | 2b. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 22d. LOATION (City, town, or county) 
eo t“98 aed * 
=o, Bu 9412 =196 Pine Grove Cemeterx A Maryland 


ADDRESS 24a, REC'D BY REGISTRAR 24b, REGISTRAR'S SIGNATURE 


Vs. AISME(S) =A 
5M 9/55 


rath, Page 4 


ENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs aft 


Tl 


TO HOSPITAL OF, 
may be retained 


2< 
ax 


=i 


4175 


~ MARYLAND STATE DEPARTMENT OF HEALTH 


. DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH > 


1. PLACE OF DEATH 
©. COUN’ 


Carroll 


MARYLAND 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
. STATE b. COUNTY 
Maryland Balto, Cit 


RURAL ond give nearest town) 


b. CITY OR TOWN (If outside corporote limits, write 


¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


(Yes, no, IE yes, give war or dotes of service} 


unknown} | 


° 


£ 
3 
= 
3 
P} Ny oe 
= Sykesville Imo, 2lidays Baltimore 2 IY D1 - ‘}- 
+e d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS: e. IS RESIDENCE 
RS oi be OR INSTITUTION ‘ON A FARM? 
ane Be d State Hospital. 613 E. Baltimore Street ves ENO Oi 
° . eves First Middle lost % 4. DATE Month Day Yeor 
‘ 3 (Type or print) Eli Houck Walters DEATH April 11 1961 
83 3. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED fj |8. DATE OF BIRTH 9. AGE {In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
5 " 8 ga Months Min. 
é Male ~ | White wipowen (] pivorcen] | August 8, 1911 ” yrs. 
rd . 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
5 dysing most of working life, even if retired) 
2 aborer Maryland U.S.A. 
g 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
F 3 
= Andrew Walters Sally Marsh 
ae 18. WAS DECEASED EVER IN U. S. ARMED FORCES? ’ Address 


16, SOCIAL SECURITY, ei INFORMANT 


Springfield Hospital Records, 


Then pleose remove carbon popers. 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b}. ond (c)-] 


PAR] |. DEATH WAS CAUSED BY: 2 
yy Te gle o) ___ Hypertensive cardiovascular disease, 


INTERVAL BETWEEN 
ONSET AND DEATH 


Years. 


gned by the attending physician and completely filled in by the funeral director, 


n, or remaval, and in any event 


iol 
6 
3 
oe 
6 
ce 
© 
& 


x DUE TO 
= Conditions, if any, which (b) 
E gove rise 10 immediote 
$ couse (a). stoting the under. ( DUE TO 
‘: lying couse last. © 
5 ra Pat Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)|19. parse aid 
5 Inadequate persmality and alcoholism. Yes] NOX] 
gn, = 20a. ACCIDENT WAS UNDERLYING [7 ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | ar Part I! of item 1B.) 4 
) & | OR CONTRIBUTING D] CAUSE OF DEATH 
f a 
Sf © [UIE EITHER, NOTIFY MEDICAL EXAMINER) 
G |20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (State) 
3 Hour 0. m. While Nollwhites> foctory, street, office bldg., etc.) | 
é 4 p.m. at work ‘of work 1 


22a. SIGNATURE 


‘22b, DATE 


Caza « 


ATTENDING 
. | PHYS. 


MED. 
M.D. DIRECTOR 


‘7ic. PHYSJAN'S 
NANY (Type) 


get lel 


Agustin delCampoy M.D, 


ee al 472761 
‘22d. ADDRESS 
Springfield Hospital, Sykesville, Ma. 


OE, 


‘230. BURIAL, CREMATION, 


ks (Specify) 


23b. DATE THEREOF 


se 
Be 
Fae 
c3 
Face 
os 
ee) 
$2 
5 
pa 
Bee 
os 
$28 
ot 
Bo 
7 
= 
ga 
Re 
Feu: 
os 
Po 
as 


G-/8-6/ 


23c. NAME OF CEMETERY OR CREMATORY 3d. LOCATION town, or county} 


a Oye a, / Laci f Nea Z KE td r, BE 


3 
8 
F 
= 
< 
(eo) 
2 
4 
m4 
4 
a 
= 
< 
= 
& 
z 
J 
2 
° 
= 


De ett 
24, FUNERAL D| (vn SIGNATU} 
mw: LIAL 


412 Faplir iM, 


ADDRESS ‘2Sq. REC'D BY REGISTRAR 25b, REGISTRARS SIGNATURE 


pat&PR 1 4 '61 ame 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


4176 _CERTIFICATE OF DEATH 04170 


1, PLACE OF DEATH 2. USUAL oat tte deceased lived. If institution: Residence before admission) 


nO Rod &. maarave | MARYLAND *""" CHeRoLl _ 


b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside cotporote limits, write RURAL ond give nearest town) 


UVEV FEN OS RSX Lyi TOW 


d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
OR! ‘UTION, ON A FARM? 


TInINS TER RE | Bex 122 | ete 


3. NAME OF Middle Lost 4. DATE Month Yeor 


fretttn CHARLES Hee AW WA7Z\ om APRIL 27 _W6/ 


6. COLOR OR RACE |7. MARRIED [ZIYNEVER MARRIED (} | 8 OAfE OF BIRTH 9. AGE (In yeors {IF UNDER 1 YEAR] IF UNDER 24 HRS. 


lost birthdoy) [Months] D Hi Min. 
winowen/p7 Meanpiaet) | Aor L VIC 2 on jonths| Doys | Hours | Min 


10a. USUAL ‘OCCUPATION (Give kind of work doy E (Stote ar foreign country) |. CITIZEN OF WHAT COUNTRY? 


during mosobgocking lif , 
a ER'S MAIDEN NAME . 


? LA LALLA 
1S. WAS DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Addres 


(Yes, 20, oF unknown) {IF yes, give wor or dotes of service) [7 
| A ties re 
18. CAUSE OF DEATH [Enter only one couse per line for (stn(b), ond (c)/ INTERVAL BETWEEN 
ONSET A\ EATH 


PART |. DEATH WAS CAUSED BY: 
ri IMMEDIATE CAUSE (0). 


y Jal DUE TO ' 
Conditions, if ony, which (b) 


gove rise to immediote 

couse (0}, stoting the under. ( DUE TO 

lying couse lost. e) 
Pat Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 10) | 19. i AM 


yes(] noo 


ed with 


. ae Page 4 


gned by the attending physician and campletely filled in by the funeral directar, 


Pages 1 and 2 shauld be 


———— 


Then please remave carban papers. 


the State Board af Health priar ta burial, crematian, ar remaval, and in any event, within 72 haurs after death. 


200. ACCIDENT WAS UNDERLYING () 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
Hour 0. m. While Net while foctory, street, office bldg., etc.) ! 
p.m. lot work [[] ot work ‘ 


MEDICAL CERTIFICATION, 


After this certificate has been si 


21.1 certify that (I) (this haspital) attended the deceased fram._/7 19§ Lito Al- 2 - 194£, that (t) (we) lost 
saw the deceased alive an___: z -_6l » and that death accurred ot LPM, fram the causes and an the date stated above. 


220. SIGNATURE 22b. DATE 
D. STAFF SIGNED 
3 A .D. | PHY: CL) PHys. 
22c. PHYSICIAN'S 
NAME (Type) —— 
an 


23a. BURIAL, CREMATION, | 23b. DATE JHEREO} 


(Soe ven So Y f, 


24. ¢ JERAL, DIRECTOR'S SIGNATURE 


2 LLL 


9 
5 
° 
ed 
x 
a 
= 
e 
3 
| 
i 
5 
3 
8 
x 
g 
® 
a 
3 
5 
= 
3 
8 
J 
3 
8 
3 
® 
cS 
3 
re 
3 
£ 
3 
a 
2 
z 
3 
e 
= 
[= 
z 
x 
a 
a 
= 
= 
= 
9 
rs 
[= 
z 
o 


€ 
8 
Bs 
3 
S 
2 
6 
2 
£ 
5 
2 
s 
3 
5 
3 
‘3 
io] 
2 
@ 
a 


" 


a 


ome” 


page 3 shauld be detached far use as the burial-transit permit. 


may be retains 
TO FUNERAL DIRECTOR: 


TO HOSPITAL Of} 


& 
LPO 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


4197 CERTIFICATE OF DEATH 04104 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] : Me 
rat DEAT CE a aus Griewesclerotie We bhrit 


y DUE TO “ e * 
iYe Eads! CFenueval zed ltr terio scleves/e / Os 


INTERVAL ine ef 
ONS| ID DEA 


Then pleose remo: 
ond in any even 


gove rise to immediote 
couse (o}, stoting the under. ( DUE TO 
lying couse lost. ¢) - 
Pant Il. OTHER SIGNIFICANT eae CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE “Vaiei GIVEN IN PART Ke) 19. Mae 
rey) ecarditis £Myocandeal Legeueratiey ves ENO 
rg] 20a. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture offinjury in Port | or Port Il of ite; 


OR CONTRIBUTING [] CAUSE OF DEATH 


x yet 

& 3 = - ACEC HDEa TE 2 ual poe (Where deceased Wes bi nao Residence before odmission) 
8 °. ; oF ‘ 

= 62 Carroll ere Maryland 

= Be b. CITY OR TOWN (lf outide sme limits, write] c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
5 ‘ond give nearest town] , 
22 Keysville — “4 enl 4 Months Rural--Sykesville 
52 \ a 

r 2 3 d. et ons (IF not in hospitol, give street address) d. STREET ADDRESS : PR ese 3 

aN yes [J] NO 
Pa Z op hey YAR, J Liberty Road_ xy 
= Ey K | NAME OF First Middle Lost 4. DATE Month Dey Year 
234 (ype or print) MILLIE E WAMPLER =. i 2 19 
= os * 
aoe 5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS, 
rey os fe lost birthdoy) [Months] Doys | Hours] Min 
== Femaje White wioowedX] Divorceo 14 88 
— & ¢ 10a. pes OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
e3s naga! pe life, even if retired) 
pe ews. Domestic Maryland U.S.A. 
oN 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
ese 
53s 
3 | Luther M. Wampler Alice Jane 
2 1S, WAS DECEASED EVER IN U, 5. ARMED FORCES? [16, SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
= (Yau, no, of unkown) ) (IF yes. give wero doles of service) 4 
= | Miss Mary <A. Wampler, Keysville, Md. 
& 
e 
s 
i] 
Ps 
£ 
> 
oe) a 
> 
a 
2 
2 
« 
$ 
3 
Ee) 
3 
2 
2 
3 
& 


{IF EITHER, NOTIFY MEDICAL EXAMINER) 


MEDICAL CERTIFICATION, 


ENDING PHYSICIAN: The law requires that the deoth certificate be executed within 24 haurs ai 


he hospital or attending physician. 


the State Board af Health priar ta burial, cremotian, or remaval 


s 
a 
2 
£ 
3 
> 
3 
° 
ae 
56 20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED 20. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
Sg howe Wie waranig foctory, street, office bidg., etc) | 
2? m 9 Jot work [J of work [1] 
32 . 2 ; a 
oo 21.1 certify that (1) (this haspital} aftended the deceased fram&cy p> Sees - vol that (I) (we) last 
3 3 
<< saw the deceased alive an.___J— ES 1 o lo. “fram the causes and on the date stated above. 
‘shy 22b. DATE 
ies ATTENDING MED. STAFF SIGNED 
Ee: / M.D. | PHYS. pirector ()__PHYs. 
O22. 7c PHYSICIAN ‘s 22d. ADDR zt 
=p o> NAME (Type) 
£22 R. S Me Vas OP ee ee 
3 B3° a, BURIAL, CREMATION, |23b, DATE THEREOF 3c. NAME OF CEMETERY 
~5% EMOVAL ae y) 
zo 
= oe E Burta 4-8, 1964 
ee 24. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a. REC'D BY REGISTRAR 


=< 
a 
> 
a 
= 


pate APR 7 '61 


5M 9/59 


C. M. Waltz, Winfield, Marylana | 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


4178 CERTIFICATE OF DEATH 04172 


onal 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence befare admission) 


a. COUNTY tanolal ie peviaheD 0. STATE 4 ‘Land b. COUNTY oe 


oe Page 4 


ns 

32 

3 e b. CITY OR TOWN (If outside corporate limits, write cc, LENGTH OF STAY IN 1b c. CITY OR TOWN (If autside corporate limits, write RURAL and give nearest, tawn) 

338 RURAL ond give negrest town) é : “= Volk 4% 
52 al - Sykesville 2yr. mos. 6da: Baltimore City (Zone 1) 

‘s 3 4. E OF HOSPIT, - he |, dd 1S RESIDENCE 
2 |. NAMI AL {If nat is ital, gir treet |. STREET ADDRE:! 7 

£45 re) IS Oe instITUTON is in haspi es street address) d. STREET ADDRESS . 15 RESIDENCE 
at pe J SPRINGFIELD STATE HOSPITAL 3209 Northway Drive ves) No fg 
£5 3. NAME OF First Middle Lost 4. DATE Manth Day Year 
z-. DECEASED | ‘s OF 

23% (ype ar print) Ivy Estelle WHITE DEATH APRIL 12 S96 
os 6. COLOR OR RACE | 7. MARRIED [1] NEVER MARRIED o B. DATE OF BIRTH 9. AGE (In years IF UNDER t YEAR] IF UNDER 24 HRS. 
ees : lost birthday) [Months] Days | Hours | Min 
suf Female White wiooweD ff] ——_—ivorceo (] 7-18-88 72 y0 

€ a 2 100. USUAL OCCUPATION {Give kind af wark dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {State ar fareign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
ses during mast of working life, even if retired) 

2 


United States 


Sewing Machine Operator Maryland 


13. FATHER'S NAME ai MAIDEN NAME 


George Coleman Virginia Satterfield 


15. WAS DECEASED EVER IN U. 5. ARMED FORCES? |16. SOCIAL SECURITY NO. }17. INFORMANT Address 


{Yes, no, or unknown) (IE yes, give wor or dates of service) 
No l! i 2 20-/Y- Fb. Hospital Records 


1B. CAUSE OF DEATH [Enter anly ane cause per line for (a), {b), and (c)-] INTERVAL BETWEEN 


Then please remave corto 


the State Baard af Health priar to burial, ho ar remaval, and in any event, wit) 


ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: * 
IMMEDIATE CAUSE (o)_RrOnchopneumonia ol Bg eso 
l 4 % rs) © puerto 
Conditions, Ye any, which o__Arteriosclerotic Heart Disease _ Years 


gave rise ta immediate 
couse (a), stating the under. f DUE TO 
lying cause last. (¢ 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT BELATED TQ THE TERMINAL DISEASE CONDITIQN, G)VEN IN PART I{a)/39. WAS AUTOPSY 
Us a i “havent $. ma 1S. 


PERFORMED? 
CBS assoc. with senile brain disease, with psyc. ce reaction. ves] no 
20a. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Part II af item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
'20c. TIME OF INJURY Month, Day, Year } 20d. INJURY OCCURRED 


Hour a.m. While Nat while 
p.m. at wark at wark 


-transit permit. 


20e. PLACE OF INJURY (Home, form, | 20f. (City ar tawn) (County) (State) 
factory, street, affice bldg., etc.) 


TENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs a 
MEDICAL CERTIFICATION, 


the haspital ar attending physician. 


22a. SIGNATURE ‘2b. DATE 


ATTENDING MED. STAFF 3 ORT 
‘on Maa wo, AE BH __pirector PHYS. KI 12-6 


‘22d. ADDRESS 


ECTOR: After this certificate has been signed by the attending physician an 


ld 


may be retain 


22c, PHYSICIAN'S 
NAME (Type) 


Ilse Kamm, M.D. 


CREMATION, | 23b. DATE THEREOF ‘23c. NAME OF CEMETERY OR ey) 23d. LOCATION (City, town, ar county) (State) 
KAS -E/ esley C: ef [Reek AAV £4 
p anaes Bo fl, | 250. REC'D BY REGISTRAR | 25b, REGISTRAR'S SIGNATURE 
ZZ / PE 8 751 Cir 2K ae 
Le OPAL z DATE 4 
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TO HOSPITAL © 


a 


; MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


4178 CERTIFICATE OF DEATH 04173 


and 


23a. BURIAL, CREMATION, | 23b. DATE THEREOF 23. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stote) 


REMOVAL (Specify) 


~-14. Loar Cemeter Loartown tik 
Y De Pear are RAL at) APEDRESS ‘ 250. REC'D 8Y REGISTRAR ‘25b, REGISTRARS SIGNATURE 


Ceo ST hore ATE app 4 9 ‘61 Orithun £, Piaine 


it. ee ae 2. Nae (Where deceased lived. If institution: Residence before admission) 
a. oe. b. COUNTY, 
Carroll ee Maryland Allegany 
b. CITY OR TOWN (If outside corporate limits, write c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If autside carporote limits, write RURAL and give nearest town) 
RURAL ond give neares! town} 4 
Sykesville 2h days Vale Summit 51 Xs 
d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
lo [5 OR INSTITUTION ON A FARM? 
ing d St. Hospital None R-D.#1 (Frostburg) | vs nom 
3. pes keg First Middle Lost 4. eee Month Day Yeor 
= {type or print) Agnes Ruth Phillips Winters beam = April , jy 61 
3 5. SEX 6. COLOR OR RACE |7. MARRIED [2 NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE fn year IF UNDER 1 YEAR] IF UNDER 24 HRS. 
> : 18 oy] Month: in. 
a Female |White winowes a] wwoecen iyi || VAleuatetTs TE9e | “Syn [Moris] om [Hows] min 
a a 10a. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
a 2 during most of working life, even if retired) 
ce Housewife - Maryland U.S.A. 
ar 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
5 
9 dd) William Edward Phillips Nova Ross 
on 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
is 5 (Yes, no, o” unknown) {IF yes, give wor or dates of service) 3 
Pag No | - - Springfield Hospital Records 
ey = 18. eens ea die per line for (0), (b), ond (c)-] OhceraNE eat 
a ; PEATIMEDIATE Cause jo) Mitral stenosis ears 
e6& ye J)oR, DUE TO 
<3 Conditions, if ony, which Rheumatic heart disease Years 
be ars (Gh toing ie adey cveto Multiple emboli to lungs and brain with Months & 
os lying couse lost. (c) days. 
5 me Fa Paat Il, ae rain’ sy coyotes CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN tN PART I(0)|19. WAS AUTOPSY 
=6 2| Chronic brain syndrome, ——s=CS PERFORMED? 
3 $ ye] NOD 
Zs & [200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
3 5 ay & [OR CONTRIBUTING O CAUSE OF DEATH 
Xo <s a © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
as & ]20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (Caunty} (Stote} 
e2 a Hour a.m. While Nat while foctery, street, office bldg., etc.) ! 
‘tr 2 p.m. 19 Jot work [1] ot work { 
S58 
Dae 
Ze 
g 2 Za. SIGNATURE ye 7b. DATE 
ng Z ATTENDING MED. TAFF JENED 
os hee b “1 PA v PHYS CO _Bikecror rive u/1i 76 
2 228. PHYSIGAYN'S, ‘22d. ADDRESS 
8 / mvewe] Agustin SelCampo, M.D. Springfield Hospital,Sykesville, Maryland 
ee ee i oad eel DIN at ery i el aaa KS A ER 
8 
a 
° 
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